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In no branch of medicine or surgery has 
greater progress been made in the past 
fifteen years than in the treatment of 
toxic goiter. The mortality has been re- 
duced from about fifteen per cent to one 
to three per cent. The work of Crile’ and 
Plummer has been most outstanding in 
increasing our knowledge of the thyroid 
gland while many investigators, chemists 
and surgeons have contributed numerous 
articles on this subject, until today we 
have a very definite idea as to the func- 
tions and activities of the thyroid, while 
the pre-operative treatment, post-opera- 
tive treatment and the operative tech- 
nique are well standardized. 


Summarizing this knowledge we know 
that: 


1. The thyroid gland regulates the 
metabolic activities of the body. 


2. It has a definite internal secretion 
and iodine is the essential in- 
gredient of that secretion and exists 
in two organic combinations, viz: 


Iodine A which is insoluble in 
acid and is physiologically active. 
This substance was isolated by 
Kendall in 1915 and given the 
name Thyroxin. 
Iodine B which is soluble in acid 
and is physiologically inactive. 
3. At least fifty percent of the iodine 
in the body is stored in the thyroid 
gland. 





*Read before the Surgical Section, Annual Meeting, Okla- 
homa State Medical Association, Oklahoma City, May, 1935. 


4. The iodine content of the thyroid 
is directly proportional to the 
amount of colloid present, and a 
certain amount of iodine must be 
present in the gland, else hyper- 
plasia occurs. 

Marine and Lenhart showed that: 

In normal gland: 


-T77 mg. of Iodine per gram of fresh thyroid 


In colloid gland: 
459 mg. of Iodine per gram of fresh thyroid 


In early hyperplasia: 
.139 mg. of Iodine per gram of fresh thyroid 


In moderate hyperplasia: | 
078 mg. of Iodine per gram of fresh thyroid 


In marked hyperplasia: 
.023 mg. of Iodine per gram of fresh thyroid 
5. The degree of hyperplasia is in- 
versely proportional to the iodine 
content of the gland. 


6. The colloid gland is the nearest to 
a normal condition to which the hy- 
perplastic gland can return and this 
occurs when iodine is given in the 
pre-operative treatment of toxic 
goiter. 


7. These conditions may cause hyper- 
plasia of the thyroid, viz: 


a. Removal of large portion of 
the gland. 


b. Iodine deficiency. 


Pre-natal iodine insufficiency 
in the mother’s diet. 


From these facts we conclude that an 
iodine deficiency in the food or water is 
the important factor in the causation of 
goiter. However, there are many exciting 
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factors, chief of which are: the acute in- 
fections such as influenza, tonsillitis and 
sinusitis, emotional disturbances, fright 
and grief, financial or physical strain, 
pregnancy and marital unhappiness. 


Classification of thyroid pathology: 
1. Non-toxic goiter: 


a. Diffuse—simple and _ colloid 
goiter. 


b. Nodular—adenoma. 

2. Toxic goiter: 
a. Diffuse—exophthalmic goiter. 
b. Nodular—toxic adenoma. 


From this table we see we have two 
kinds of toxic goiter, viz: toxic adenoma 
and the diffuse type or exophthalmic goi- 
ter. In both hyperplasia is associated with 
toxicity and iodine is used in preparing 
both types for operation; however, the re- 
sults are not as consistent nor as phenome- 
nal in the nodular as in the diffuse type of 
gland. 


How does iodine act in toxic goiter? 


Marine thinks “that when iodine is 
given by mouth in toxic goiter it causes 
a rapid involution of the gland; large 
quantities of colloid material are deposit- 
ed in the alveoli, distending them and 
causing a mechanical blockage of secre- 
tion.” 


Plummer thinks “that anything that 
stimulates the thyroid will give the clini- 
cal picture of hyperthyroidism. In such 
cases the normal hormone, thyroxin is not 
completely iodized. This incomplete thy- 
roxin enters into catabolic reaction faster 
than the normal stable molecule and me- 
tabolism increases. Iodine feeding changes 
the character of this molecule and iodizes 
it, thus rendering it normal and reducing 
the metabolic rate and clinical symptom- 
atology.” 


So iodine, generally as Lugol’s solution, 
is invaluable in preparing patients with 
toxic goiter for operation. This has been 
the big factor in the reduction of mortal- 
ity, almost entirely replacing ligation of 
the thyroid arteries and hot water injec- 
tions, both of which were so often entirely 
inadequate in many cases. There is a 
rapid improvement in the symptoms; a 
gain in weight is soon noted and the me- 


tabolic rate falls about 3.7 points per day. 
However, this improvement is only tem- 
porary and is not curative in any case of 
toxic goiter. 


Post-operatively, iodine is also invalu- 
able in preventing and controlling hyper- 
thyroid crises; as much as fifty to one 
hundred and fifty drops may be given in a 
few hours and the condition is rapidly 
brought under control. It is also given in 
many cases one to three months after 
operation in small doses, to prevent a 
compensatory hyperplasia. 


Hyperthyroidism, or toxic goiter: Crile 
defines it as “a state of hyperpermeability 
of all the cells of the body. The cells be- 
coming more sensative and more easily 
stimulated, all metabolic activities are in- 
creased.” The thyroid gland in this con- 
dition may or may not be enlarged. There 
is no relation whatever between the size 
of the gland and the degree of toxicity 
present. 


The diagnosis of hyperthyroidism may 
be very easy in a well developed case; 
while again, no more difficult problem 
may be encountered, especially in a pa- 
tient who has net developed the typical 
symptoms. The conditions that simulate 
hyperthyroidism more or less are: the 
neursis of the menapause, neuro-circu- 
latory asthenia, syphilis of the central 
nervous system, encephalitis, psychosis, 
tuberculosis, paroxysmal tachycardia and 
organic heart disease. The diagnosis is 
only made by thorough study and obser- 
vation of the patient, together with the 
use of all the facilities of the x-ray and 





COMPARISON OF BLOOD IODINE AND BASAL 
METABOLIC RATE IN PATIENTS WITH 


HYPERTHYROIDISM 
Case No. Microgram per 100 c.c. Basal Met. 
blood iodine Rate 
Bcd 19.5.. week lus 37 
2 24.2. ..Plus 23 
3 17.9 Plus 4 
4 ..24.2. veseseeeeeUs 34 
5 ..38.7. ......Flus 53 
6 49.8 No basal rate 
7 17.9 veveveesee US 14 
8 21.5. ...Plus 57 
9 . PE ikea tdaicee aensaibtcen akin Plus 70 
10 ..23.7 ..Plus 19 
ll ..20.9 Plus 70 
12 42.4 ..Plus 58 
13 ..25.6.... ..Plus 34 
14 .28.4.. Plus 60 
15 .--28.9.. Plus 51 
16 . : .-163.. Plus 22 
17 21.2.. Plus 49 





So 
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clinical laboratories. Repeated metabolic 
tests should always be done especially in 
those cases in which the pulse rate, loss of 
weight and other important symptoms do 
not check with the metabolic reading. 
Metabolic tests are as a rule from ten to 
twenty per cent higher than they really 
are, due to the patient not being accus- 
tomed to the test and inexperienced op- 
erators doing the test. Also in encephalitis, 
lympho-sarcoma, carcinoma of the liver, 
and in some of the diseases of the blood 
there is an elevation of the metabolic 
rate. An exhaustive study of the patient 
is always more reliable than one or more 
metabolic tests. 


The amount of iodine in the blood, in 
a normal person, is six to nine micro- 
grams per 100 c.c. of blood. In the above 
table we see that it is very high in hyper- 
thyroidism but there is no definite rela- 
tion between the increase of the iodine in 
the blood and the increase in the basal 
metabolic rate. In case nine the basal rate 
is plus seventy while iodine is only slight- 
ly increased or 11.1. 


Recently Hurxthal has shown that the 
blood cholesterol is low in toxic goiter 
and high in hyperthyroidism and _ is 
brought to normal by pre-operative prep- 
aration and thyroidectomy. The value of 
this test lies chiefly in the diagnosis of 
border line cases of hyperthyroidism. 


Symptoms: The symptoms of hyper- 
thyroidism may be divided into two 
classes: 


Metabolic: 


Increased pulse rate. 
Increased sweating. 
Increased appetite. 
Heat intolerance. 
Loss of weight and strength. 
Cardio-vascular changes. 
Elevated B.M.R. 
Tremors. 
Sympathetic: 
Nervousness. 
G.I. disturbances. 
Ocular changes— 
Von Graefe’s sign. 
Stelwag’s sign. 


The Metabolic symptoms can be pro- 
duced by giving thyroixin to normal per- 
son or to a hypothyroid. The Sympathetic 


symptoms can not be produced by giving 
thyroxin. 


All or only a few of these symptoms 
may be present, and in varying degrees 
of intensity, depending upon the degree 
of toxicity, the length of time the patient 
has had the disease and the type of goiter 
present. We should always remember that 
this disease always progresses but there 
are cycles of remission and cycles of ex- 
acerbation and no doubt some of the goi- 
ter remedies owe their virtue to this fact. 


Pre-operative preparation of patient: 


Absolute rest both mental and physical. 
No visitors, excitement, etc. Careful his- 
tory and physical examination; x-ray and 
laboratory studies, including electro-car- 
diagram, metabolic tests; x-ray of chest 
and laryngeal examination in every case. 


High carbohydrate diet; this lessens 
metabolism and supplies caloric needs of 
the body. 


Fluids—Three to four thousand c.c. 
every day. 


Mouth and teeth—Frequent brushing 
and improving any septic condition found. 


Lugol’s solution—Ten to fifteen drops 
three times a day for two or three weeks. 
Sedatives for rest. 


Digitalis in all cases of mycocardial in- 
volvement. 


Transfusions of whole blood if neces- 
sary. 

Repeated basal metabolic tests should 
be taken every five or six days and if pos- 
sible the reading should be not more than 
plus thirty, together with a gain in 
weight and a general improvement in pa- 
tient’s symptoms before operation is done. 


Anaesthesia in Toxic Goiter: I think 
there are only three anesthetic agents that 
should be used in goiter surgery: 


1. Local infiltration with one-half to 
two per cent novocain. 
Local infiltration plus nitrous oxide. 


3. Avertin, local infiltration and ni- 
trous oxide. 


The first two are most generally used 
and are satisfactory in the majority of 
cases. They allow the surgeon to talk to 
the patient at any time during the opera- 
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tion; also the patient can cough or strain 
just before wound is closed to see if any 
vessel bleeds. This is very important and 
may avert a serious post-operative hem- 
orrhage. However, in very sensitive, ner- 
vous and apprehensive patients I have 
used, and very satisfactorily, a small basal 
dose of avertin. We know that excitement, 
increased nervousness, and apprehension 
cause surgical shock and post-operative 
crises. Avertin prevents this and I am con- 
vinced it has a field of usefulness in thy- 
roid surgery. 


THE ESSENTIAL POINTS OF THYROIDECTOMY 


Position of Patient: Body should be 
elevated, head thrown back with pad un- 
der neck, is the best position especially in 
short or fat individuals. 


Adequate Exposure: This is obtained 
by wide transverse incision with high 
separation of the pre-glandular muscles 
from the cricoid cartilage well down into 
the episternal notch. 


Mobilization of the gland by ligating 
superior pole first and gently lifting the 
gland out of its bed. Always apply clamps 
to superior pole from within outward 
after first inserting forefinger beneath the 
superior pole. 


Tying the lateral thyroid veins before 
exposing all of the gland should be done 
leaving post capsule and a thin layer of 
thyroid tissue posteriorly. This region is 
“no man’s land” and no manipulation 
should be done in this area, else the recur- 
rent nerve will very likely be injured. 


Careful dissection over the trachea is 
important. Plenty of trained, efficient 
assistants—This is not a one man opera- 
tion and good assistance is an absolute 
necessity. 


Drainage: I always use one or two small 
rubber tubes or gauze drains which should 
be removed in twenty-four hours; they 
carry off toxic secretions as well as some 
oozing, which is characteristic of every 
hyperplastic gland and prevent trouble 
from concealed hemorrhage, pressure on 
trachea, etc., and if removed early, do not 
cause any deformity of the scar. 


Never over operate patient. The sur- 
geon should study patient for one to two 
weeks before operation as he should know 
and measure as accurately as possible just 


how much operative trauma his patient 
will stand. The anaesthetist should also 
watch patient closely and inform the sur- 
geon of any pain, discomfort or change in 
the pulse rate or color, in the patient at 
once. If in any doubt, operation should be 
stopped immediately, the wound packed 
and patient returned to her room. The 
operation can be finished one to four days 
afterward when condition has improved. 
A living and well patient with two opera- 
tions is much better than a fatality caused 
by trying to complete the operation re- 
gardless of patient’s condition. 


Complete Hemostasis: Toxic goiter pa- 
tients do not tolerate trauma or loss of 
blood. So clamping and tying all bleeding 
vessels, especially the superior and in- 
ferior thyroid arteries and the lateral thy- 
roid veins, is very important. Good ex- 
posure, clean dissection of the gland, and 
being certain the wound is dry by having 
patient cough before closure is done, will 
prevent many post-operative hemor- 
rhages. Recently, I have been doing liga- 
tion of the inferior thyroid artery, outside 
of the capsule, after the resection is com- 
plete, using a small aneurysm needle, ac- 
cording to Pemberton’s’ method, and I be- 
lieve it to be a very good procedure. 


How much gland to leave: There is no 
absolute rule, but the younger the patient, 
the more toxic the patient, and in the 
gland that is very hyperplastic, the small- 
er the amount of gland tissue should be 
left. Generally, too much gland is left be- 
cause of fear of injuring the recurrent 
nerve and parathyroid glands. In all cases 
a very small portion of both lobes is suf- 
ficient to leave. 


Dangers during operation: 


1. Hemorrhage. 
2. Shock. 


3. Injury to recurrent laryngeal nerves 
and parathyroid glands. 


4. Injury to trachea. 


The first two conditions have already 
been discussed. Injury to the recurrent 
nerves may occur in every operation, be- 
cause unfortunately, they have no con- 
stant position in relation to the gland and 
again may often be displaced by the 
growth of the gland itself. This is especi- 
ally true in multiple adenoma. 
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The recurrent nerve, in about sixty-five 
per cent of cases, lies in the tracheo- 
oesophageal groove; in the remaining 
thirty-five per cent it lies in contact with 
the posterior capsule or within the gland 
itself. So injury to one nerve will surely 
occur to every surgeon who does much 
thyroid surgery. However, good exposure, 
gentle handling, avoidance of any trauma 
to region posterior to the gland and leav- 
ing the capsule with a small portion of 
thyroid tissue at the posterior border, gen- 
erally avoids injury to both nerves, which 
is the worst catastrophe that can happen 
to the thyroid patient. 


Post-operative Treatment: This is an 
portant phase and consists of: 


I. Absolute rest and quiet; no visitors. 


2. Fluids—Three to four thousand c.c. 
of fluids every day by hypodermoclysis; 
per rectum as Murphy drip; intravenously 
and by mouth. Normal saline solution 
with 1/32 per cent novocain under the 
skin and five to ten per cent glucose solu- 
tion intravenously (125-500 grams of glu- 
cose in twenty-four hours) and fruit 
juices by mouth are very important. 


3. Lugol’s solution may be given as 
fifty drops in one thousand c.c. of physio- 
logic salt solution immediately following 
operation (Lahey’s method). Or, three c.c. 
in cream per rectum after operation and 
one c.c. in fruit juice three times a day for 
three days (Crile’s method). I prefer fifty 
drops in salt solution intravenously im- 
mediately following operation, repeating 
it in toxic cases as indicated. 


4. Sedatives: Morphia, gr. 1/6 to 1/4 
every three to four hours is almost 
essential in insuring rest and quiet im- 
mediately following operation. It is also 
good in marked tachycardia but here digi- 
folin one c.c. every hour for five or six 
doses is very valuable. 


5. For hyperthyroid crisis with high 
temperature, ice packs, ten to thirty, from 
feet up to costal border are very efficient, 
and used with morphia, digifolin, large 
amounts of fluid and Lugo’s solution, have 
enabled us to combat this complication 
successtully. 

6. Transfusions of whole blood are 
very useful but are only used in the very 
toxic and feeble patients. 


7. Watch for complications constantly; 
the most important one is hemorrhage. 
This is generally recognized by tightness 
in the neck, dyspnea, pallor, rising pulse 
and prostration, and calls for prompt re- 
opening of the wound in her room, ligat- 
ing bleeding vessel or packing wound. 
Transfusions, intravenous fluids and other 
measures are then used. 


8. Stridor or Dysphagia, or both, gen- 
erally indicates impairment of function 
of the recurrent laryngeal nerves or oede- 
ma of the glottis. Laryngeal examination 
should be done at once to determine con- 
dition of vocal chords. If condition of pa- 
tient demands it, do a tracheotomy early 
before cyanosis and exhaustion intervene. 
This is imperative if a mortality is to be 
averted. 


9. Tetany: This is due to injury or re- 
moval of the parathyroid glands. The posi- 
tion of these glands is not constant and no 
doubt one or more are often removed at 
operation. Tingling of the hands and feet 
and around the mouth, with circumoral 
pallor are the earliest symptoms, being 
followed by carpal spasm. Parathormone 
one-half c.c. subcutaneously or intraven- 
ously with calcium lactate by mouth in 
thirty to sixty grain doses soon bring re- 
lief. 


10. Oxygen therapy for chest compli- 
cations such as broncho-pneumonia, tra- 
cheitis, etc., is very useful. 


In conclusion success in goiter opera- 
tions depends upon careful study of the 
patient; attention to the smallest details; 
complete pre-operative preparation and 
post-operative treatment; and in always 
under-operating, rather than over-operat- 
ing, the weakened and partially exhaust- 
ed patient. We know that any operative 
procedure on the body and especially on 
the thyroid gland acts as a powerful thy- 
roid stimulant. This begins within a few 
minutes, reaches its height a few hours 
after operation is over and lasts several 
days. The following table showing the 
post-operative increase in blood iodine 
following various surgical procedures, is 
very interesting and impresses one with 
the careful preparation necessary if hy- 
perthyroid crises are to be avoided. 
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CHANGES IN BLOOD IODINE FOLLOWING 
SURGICAL PROCEDURES 


_ be 
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9.2 23.8 Catheterization of Ureters 
6.8 23.3 Prostatectomy 
8.9 36.4 Appendectomy 
12.1 52.4 Left nephrectomy. D and C 
7.1 61.2 Exploratory laboratory. Cecosto 
6.7 8.0 Encephalogram 
15.3 43.5 Laminectomy 


8.4 13.7 Incephalogram 

8.3 20.5 Right adrenal denervation 
11.9 21.6 Left adrenal denervation 
143 46.3 Left adrenal denervation 


8.4 24.2 Thyroidectomy. Excision of cyst 
8.3 11.1 Alcohol injection, nerve 

65 6.1 Removal of cataract 

5.9 19.5 Transurethral resection 


22.9 45.8 Thyroidectomy 
; Hemorrhoidectomy 
118 72.5 Thyroidectomy 

8.2 10.1 Removal of cataract 


Also, no patient should be dismissed 
after operation until every effort is made 
to eliminate all foci of infection, and men- 
tal and physical strain, as these tend to 
cause a recurrence of the hyperthy- 
roidism. 
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DISCUSSION 


Dr. LeRoy Long: Dr. Brogden has 
given us a very intelligent and compre- 
hensive survey of the generally accepted 
knowledge about goiter to those who are 
familiar with the subject. I wish to men- 
tion three points. First, in the border line 
hyperthyroidism of which he spoke, there 
is sometimes great difficulty in the dif- 
ferential diagnosis of neuro-circulatory 
asthenia and hyperthyroidism. I person- 


ally find this one of the most difficult 
problems. Perhaps the greatest help in 
this differential diagnosis is that a pa- 
tient of this type is usually not a particu- 
larly sick individual and you may take 
plenty of time to observe that patient over 
a long period, in other words, you do not 
have to make that decision now. The 
second point I wish to speak upon is the 
promiscuous use of iodine therapeutically. 
So far as I am concerned, for routine pur- 
poses it may be legitimately employed as 
follows: First, for prevention of goiter, 
especially in goiter districts; second, in 
the pre-operative and post-operative man- 
agement of toxic goiter. So much for 
iodine. I want to here stress the import- 
ance of the removal of the non-toxic 
adenomas, the so-called innocent lump in 
the thyroid gland, the lump that has been 
there for many years without giving any 
trouble, and unfortunately the doctor has 
often advised the patient that this lump is 
not of any consequence and does not need 
attention. Unfortunately, that is not true. 
These innocent lumps in a thyroid gland 
should be removed for the following 
reasons: Compression symptoms, difficul- 
ty in swallowing, and breath and voice 
changes. Second, they become toxic and 
give rise to serious symptoms, the most 
important of which is the impairment of 
the heart, the so-called thyroid cardiac. 
Next, they should be removed because 
they are the most frequent source of 
malignancy in the thyroid gland. You 
have seen thyroid-cardiacs with ascites, 
spitting of blood, etc., and you know that 
this is a very serious thing. Many of these 
patients have had this lump in the neck 
for a long time, and no one, even the doc- 
tor who is treating them, has suspected 
that the heart failure may be due to the 
thyroid, but it is a situation where the 
condition has developed to the degree of 
which I spoke. We operate for the relief 
of heart failure. Now as to malignancy, 
Dr. Brogden didn’t mention it, but I think 
we must mention some of these things, 
these adenomata of which I spoke in per- 
haps seventy or eighty per cent are the 
cause of malignancy of the thyroid gland. 
A malignancy of the thyroid gland which 
can be diagnosed clinically is in all prob- 
ability such that we can do nothing; in 
other words, we must remove adenomata 
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which are clinically benign. In our prac- 
tice, we have been in the habit of advis- 
ing the removal of these so-called inno- 
cent lumps in the thyroid gland routinely 
in patients who are over twenty-five years 
of age. 


Dr. A. Ray Wiley: I just noticed a 
rather peculiar coincidence. The men who 
have been discussing this problem have 
all gone to Switzerland to study goiter 
and thyroid problems first-hand in a 
country where it is quite prevalent; that 
struck me as a coincidence. We still see 
patients coming to us with hyperthyroid- 
ism that have for many months, some- 
times been treated with Lugol’s solution, 
sometimes over a period of a year or 
more. Plummer first pointed out in 1920 
the dangers of giving Lugol’s over too 
long a period of time. In all bad risks and 
patients in a serious condition, following 
the operation after-treatment should be 
given by use of the oxygen tent immedi- 
ately. There are some places in which you 


~ 
Vv 


can see thyroid operations every day, and 
in most of these places they don’t wait 
all the time until the patient is bad, but 
put on the oxygen tent immediately. 
There is one point which I don’t think has 
been mentioned, that we are not now re- 
lying completely on our basal metabolic 
rate to determine the degree of hyper- 
thyroidism. 


Dr. Brogden: I want to thank. Dr 
Long, and Dr. Wiley for discussing these 
points. They are important. I didn’t 
have time to include them in my paper. 
The point that Dr. Long brought out 
on adenoma is important. The adenoma 
should be removed for the reasons he 
gave. In ninety per cent of these cases 
they give trouble later on. The next thing 
I want to mention is that hyperthyroidism 
is not a disease of the thyroid gland. 
The exact cause is unknown, but it is a 
powerful stimulant acting upon the thy- 
roid gland, producing the clinical picture 
which we know as hyperthyroidism. 





A Classification of the Neuroses—Its Value 
in Prognosis and Treatment* 


Coyne H. CAMPBELL, M.D. 
OKLAHOMA CITY 


Various classifications of the neuroses 
have been developed, most of which are 
based entirely upon description of symp- 
tomatology. It is soon discovered, how- 
ever, when one attempts to designate the 
type of functional illness, that any classi- 
fication based upon description of the 
predominant symptom is invariably am- 
biguous. 


On the basis of former classification it 
is very rare that we find examples of pure 
types of neuroses. As illustrative,, many 
cases of hysteria have distressing com- 
pulsive symptoms. A case of anxiety hys- 
teria frequently possesses such a number 
of obsessional mechanisms that it is often 
difficult to determine which of the symp- 





*This classification has been developed largely in the 
Department of Neurology of the School of Medicine in the 
University of Oklahoma.—Coyne H. Campbell M.D. 


tom groups is sufficiently predominant in 
order to effect proper designation. A com- 
pulsion neurosis often is so hypochondri- 
acal that one finds some difficulty in dif- 
ferentiating it from early schizrophrenia. 
The term “psychasthenia” and “neur- 
asthenia” are entirely descriptive and 
frequently border line conditions develop 
to the extent that the psychiatric differen- 
tial diagnosis becomes mere casuistry. 


Some authors speak of the neuroses in 
general as “minor psychoses,” without at- 
tempting any further refinement in classi- 
fication. The diagnosis of “functional ill- 
ness” is in many cases a final one. Many 
physicians feel satisfied with an ultimate 
diagnosis .of “psychoneurosis.” 


“Traumatic neurosis” is an entity which 
designates entirely different conditions to 
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different psychiatrists. “Anxiety neurosis” 
is a term that has grown into common 
usage and is often applied very loosely. 
The same may be said of “fear neurosis.” 


All classifications, therefore, seem to 
have a lack of unity. Even the very scien- 
tific approach toward classification made 
by the Freudian school by division of the 
neuroses into two large groups, namely 
“transference neuroses” and “narcissistic 
neuroses” is more or less of only academic 
interest, because so frequently the case 
can not be accurately classified into one of 
these large divisions until after months of 
careful analysis. Furthermore, the degree 
of transference or the degree of narcissism 
which is of so much importance in prog- 
nosis has not been carefully delineated by 
classification. 


No former classification of the neuroses 
is of much value in prognosis other than 
for those few cases that classically belong 
to some specific type. If the symptoms of 
a given case are of sufficient predomi- 
nance to enable a positive designation of 
type, then some prognostic value is ob- 
tained. For example, the prognosis in a 
compulsion neurosis with hypochondri- 
acal symptoms is always bad. The progno- 
sis of a hysteria is usually good. However, 
so many of the functional conditions are 
characterized by such a striking absence 
of the symptom predominance, that they 
do not fit into any conventionally desig- 
nated type of neurosis. 


The following classification is of defin- 
ite value in prognosis. It is also of help in 
determining the preferable type of treat- 
ment to be used in the individual case. 
Frequently only a careful anamnesis with 
suggestive therapy or superficial analysis 
of the conflicts is all that is required. In 
other cases deeper analytical study and 
treatment may be necessary. The former 
can, in my opinion, be sucessfully treated 
by the average practitioner, and it is be- 
lieved that a study of this classification 
will help him in the acquisition of treat- 
ment technique. It is also shown that some 
cases will not respond to any type of 
psychotherapy and that an attempted 
analysis of conflicts may do more harm 
than good. . 


The diagnosis of a neurosis is as a rule 
not difficult, and often during the process 


of diagnosis the neurosis becomes some- 
what classified. 


In general, a neurosis may be defined 
as a manifest condition of stress, engen- 
dered in an individual who is unable to 
logically cope with environmental opposi- 
tion. The individual, who is the victim of 
a neurosis, has been unable to face prob- 
lems of reality to a degree that he has 
regressed to various emotional levels of 
his earlier life and at the same time is 
subservient to the logical functions of his 
adult mind. Regardless of his reasoning 
processes and logic, he is nevertheless a 
victim of this regression. 


It should be stated that the conceptual 
meaning of this emotional state is usually 
entirely unconscious to the individual. 
The more marked the regression, the more 
incompatible is the emotional thinking 
with adult reality. 


The human thinking and behaviour pro- 
cesses are at any given moment the cul- 
mination of extremely intricate but de- 
terminately active conditioned mechan- 
isms. All personality structure is merely 
a display of infinitely complex condi- 
tioned reflexes. 


In most individuals the responses to en- 
vironmental stimuli possess enough simi- 
larity and constancy to produce a definite 
dynamic manifestation which we term 
“adjustment.” 


The responses are conditioned both by 
a phylogenetic and by a ontogenetic pat- 
tern. The phylogenetic pattern is ordinari- 
ly termed or spoken of as heredity. It is 
the fixed “rubber stamped” specie im- 
pression possessed by the individual. This 
pattern from the practical point of view 
can not be altered by the psychotherapist. 
The pattern of heredity is theoretically a 
fixed one, and it is entirely questionable 
and speculative as to whether or not it 
can be altered by the psychotherapist. 
Heredity, of course, influences the re- 
sponses of the individual to environment 
and plays a great part in personality de- 
velopment. 


The ontogenetic pattern or better 
known as the “influence of environment” 
upon the individual really constitutes the 
portion of the personality that is capable 
of alteration and readjustment by the 
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psychiatrist. Disorganization of this pat- 
tern plays the determining part in devel- 
opment of a neurosis. 


It is for this reason that the following 
classification is made chiefly upon the 
nature of “precipitating factors.” We are 
interested as psychotherapists in the im- 
mediate precipitating conflicts and in the 
remote conflicts as they pertain to onto- 
geny or to the development of the indi- 
vidual. Only the ontogenetic portion of 
the unconscious is amenable to readjust- 
ment. Efficient psychotherapy of the neu- 
roses is in the end only the means where- 
by there is a satisfactory reconditioning 
of conditioned reflexes. 


The following is an outline of the classi- 
fication: 


TYPE I CONFLICT 


Conscious Element—Dominant: 
Precipitating factor known to patient 
or easily discovered by anamnesis, 
and acceptable to the patient as being 
etiological. 

Symptoms: 

A—Accepted by the patient as being 
functional and related to precipi- 
tating factor. 

B—Not accepted by the patient as be- 
ing functional, but accepted as be- 
ing related to the precipitating fac- 
tor. 

Unconscious Element—Recessive: 
C—Readily discovered by interroga- 

tion, acceptable by patient and 
easily linked with precipitating 
factor. Preconscious. 

D—Discovered by interrogation but 
not acceptable to patient until 
deeper layers are uncovered by 
special technique. Easily linked 
with precipitating factor. 

E—Discovered by interrogation but 
not acceptable even after special 
technique has uncovered deeper 
layers. Sometimes difficult to link 
with precipitating factor. 

TYPE II CONFLICT 
Conscious Element—Recessive: 
Precipitating factor 
A—Known or discovered by anam- 


nesis, but not accepted by patient 
as being etiological. 


B—Unknown and not discovered by 
anamnesis. 


Symptoms: 
C—Accepted by patient as being func- 
tional. 


D—Not accepted by patient as being 
functional. 


Unconscious Element—Dominant: 


E—Discovered only by special tech- 
nique. Acceptable as _ etiological 
when discovered. 

F—Discovered only by special tech- 
nique and acceptable to patient 
with difficulty by careful analysis. 

G-—Discoverable by special technique, 
often with difficulty and when dis- 
covered highly speculative, unac- 
ceptable and unintelligible to pa- 
tient. 


H—Discoverable by special technique? 
Speculative, unacceptable and un- 
certain to both physician and pa- 
tient. 


It is noted that the neuroses are di- 
vided into two major types of conflict, 
designated by the Roman numerals I and 
II. In the type I conflict, the conscious 
element is dominant and the unconscious 
element recessive. In the type II conflict 
the unconscious element is dominant and 
the conscious element is recessive. 


By conscious element is meant that por- 
tion of the individual’s conflict with reali- 
ty which is accompanied by awareness. By 
the unconscious element is meant those 
conflicts of the individual with environ- 
ment of which he is not consciously aware, 
but which play an important and some- 
times a major determining role in his 
thinking, emotions, and behaviour atti- 
tude toward reality. 


Hence, in the type I conflict, the ele- 
ment that is producing the symptoms is 
some condition or event of which the pa- 
tient is keenly conscious. Often his illness 
appears to be an almost volitional flight 
from this stress. The unconscious portion 
of the stress, which forms the determin- 
ing factor or perhaps the destiny behind 
the creation of the environmental conflict 
is more or less unimportant from a prac- 
tical view, because this stress is after all 
not so drastically incompatible with adult 
reality. Moderate insight with resulting 
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change of attitude toward the environ- 
ment usually relieves these patients. 


In the type II conflict, the reverse is 
true. There is a general incompatibility 
with the environment. 


The element producing the symptoms is 
a complex conditioned mechanism, and 
the manner of conflict is of varying de- 
grees of incomprehensible incompatibility 
with reality. For this reason the conflict 
is largely unconscious and yet it is also 
dominant. There is as a rule no one pre- 
cipitating factor but rather many of them 
and it is for this reason that this factor 
is usually unknown to the patient. It is 
obvious, therefore, that a more careful 
analysis and study of the ontogenetic pat- 
tern is necessary to relieve the type II 
conflict. 


By precipitating the factor is meant 
those events in the environment, recent 
or remote, that have instigated the incom- 
patibility of the individual. 


It will be noted that in the type I con- 
flict, the precipitating factor is always 
known to the patient or easily discovered 
by anamnesis and acceptable to the pa- 
tient as being etiological. In the type II 
conflict, the precipitating factor is sub- 
divided according to cases into type A in 
which the factor is known or discovered 
by anamnesis and in type B in which the 
factor is unknown to the patient con- 
sciously, and not discovered by anemnesis. 
The recessiveness of the conscious ele- 
ment in type II is evidenced by the fact 
that even if the precipitating factor is 
known as in type II A, it is not accepted 
by the patient as being etiological. 


Further differentiation of the types are 
made on the basis of symptoms depending 
upon whether or not they are accepted by 
the patient as being functional in their 
relationship, and the consciousness of the 
individual to the precipitating factor. Fur- 
ther differentiation and refinement of the 
different types of neuroses are made upon 
the nature of the unconscious element. It 
will be noted that in type I the uncon- 
scious element is readily discovered by in- 
terrogation and depending upon whether 
or not it is easily linked with the precipi- 
tating factor and acceptable by the pa- 
tient determines the nature of the neuro- 
sis. In type II conflict, the unconscious 


element is always dominant and discov- 
ered only by special pschiatric technique 
and the acceptance or non-acceptance by 
the conscious mind of the patient, deter- 
mines the nature and severity of the neu- 
rosis. 

By special psychiatric technique is 
meant any scientific approach and the me- 
ticulous study of the individual’s person- 
ality structure, ranging from careful, reg- 
ular, controlled psychiatric investigation 
to modified or classical psycho-analytic 
technique. 


It will be noted from a study of the 
classification that twenty-two types of 
neuroses are possible, namely, type I A C, 
IAD,IAE,IBC,IBD,IBE,IACE, 


NIACF,MIACG,MIACH,NIADE, 
IADF,IADG,IADH,IBCE, 
IWBCF,IUIBCG, IBCH,IBDE, 


- 


IIBDF,IBDG,IBDH. 


Each combination produces a rather 
clear cut and distinct type of neurotic re- 
action. The type I conflict in general al- 
ways gives a better prognosis than type 
II conflict. As outlined, the lower down 
the alphabetical scale in combination un- 
der either type I or type II the worse the 
prognosis. For example, a type I A C of- 
fers a better prognosis than I A D. A type 
I B C offers a worse prognosis than I A E. 
A type I B E is the most severe of any 
type I neurosis. The same holds true with 
reference to the designation of type II con- 
flicts. In the type I conflict, the nature of 
treatment depends upon whether or not 
the elements D and E are present. If the 
element C is present in the type I con- 
flict anamnesis and suggestive therapy is 
usually sufficient, providing, of course, 
that the precipitating factor is no longer 
active. 


The lower the occurence of letters in the 
type I classification the greater the depth 
of analytical work necessary. In the type 
II conflict more than a mere anamnesis 
is always necessary and only in type II 
AC E, can we hope to effect readjustment 
by simple psychotherapeutic measures. 
Much could be said about the different 
types and a great deal more could be said 
about the different types and a great deal 
more could be said about treatment of the 
different types under this classification 
but space does not permit. 
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The following case histories are given 
as illustrative of the value of this classifi- 
cation: 


Case No. I. Male, age twenty-four: 


Complaints: Nervousness, rapid fatig- 
ability, insomnia, palpitation of the heart, 
pain in the lower lumbar region, pain in 
the testicles. Onset about eight months 
ago. A careful clinical examination failed 
to reveal any pertinent organic findings. 
The anamnesis revealed that the patient 
had married five years ago and had no 
children. No special domestic conflict was 
apparent. He had contracted gonorrhea 
nine months ago for which he was treated 
and from which he had been pronounced 
entirely cured by the genito-urinary de- 
partment. The patient refused to admit 
that he knew where he contracted the 
gonorrhea. Upon careful questioning he 
related that he had soft chancres prior to 
his marriage. His wife has had only one 
child which was born about ten months 
after marriage. This child lived to be only 
a few days old. The patient did not know 
the cause of the child’s death but remem- 
bers that when it died it had swollen testi- 
cles. Upon closer questioning it was re- 
vealed that the patient has always felt 
that his case of soft chancres had some- 
thing to do with the child’s death. It is 
noted that the precipitating factor, name- 
ly, the gonorrhea is known to the patient 
and easily discovered by anemnesis. The 
patient also blames his illness upon the 
gonorrhea and feels that all his symptoms 
are due to this condition, although the 
disease has been completely cured. 


The patient had gone through a clinic, 
however, and had been told that his symp- 
toms were functional and that nothing or- 
ganic could be found. He readily accepted 
this and also accepted the symptoms as 
being related to the precipitating factor. 


Upon closer questioning it was also dis- 
covered that the unconscious element, 
namely, the belief that the death of his 
child had been caused by the soft chan- 
cres, was readily discovered. This was 
almost a preconscious condition. The pa- 
tient readily accepted the fact that his 
belief of this bore some relation to his 
illness. This, therefore, is a type I A C 
conflict. The precipitating factor, namely, 
the gonorrhea, with the denial that it had 


been contracted by intercourse, and the 
belief that his symptoms were due to this 
condition were the dominant aspect of his 
conflict. The unconscious element with 
reference to the death of his child was re- 
cessive. 


It was explained to the patient that 
since he had lied about not knowing 
where he had contracted the gonorrhea 
that this was typical of his present think- 
ing mechanism, namely, that he was lying 
to himself constantly. It was also pointed 
out to him that he was punishing himself 
for the death of his baby and that since 
his baby had died with swollen testicles, 
the pain in his testicles was a self punish- 
ment mechanism. After a few visits with 
more careful study of the mechanism of 
his conflicts, the patient’s symptoms rap- 
idly disappeared. 


Case No. II. Female, age thirty-three, 
married twelve years, one child age six 
years: 


Complaints: Feeling of insanity, sui- 
cidal ideas, indigestion, insomnia, crying 
spells, fear of death. Onset of symptoms 
about three months ago. Gradually be- 
coming worse. 


Symptoms developed three weeks after 
currettment for an incomplete abortion. 
Following this the patient returned home 
to find her brother who had returned 
from the East. Her brother, two years 
younger, was very ill with a very similar 
condition which the patient later gradual- 
ly developed. 


General clinical findings, essentially 
negative. Diagnosis of a functional illness 
made by referring physician. Precipitat- 
ing factor, currettment, known to the pa- 
tient and accepted as being etiological. 
Symptoms, however, not accepted as be- 
ing functional until after several weeks 
of treatment, but definitely accepted as 
being related to the precipitating factor. 


The unconscious element was readily 
discovered by interrogation and easily 
linked with the precipitating factor. The 
patient had an illegal abortion shortly af- 
ter marriage because she felt that she was 
not financially able to have the child. Pa- 
tient has always felt guilty about this. 
There are many other unconscious ele- 
ments which are easily linked. Type I B D. 
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Patient recovered after about three 
months of proper psychotherapy. 


Case No. III. Female, age thirty-four, 
married thirteen years, no children. 


Complaints: Dryness of the throat, 
fullness of the throat, weakness in shoul- 
ders, pains in lumbar region, nausea, con- 
stipation, feeling of pressure in four dif- 
ferent places in the abdomen, soreness in 
the abdomen, feeling of soreness and pull- 
ing in the eyes, soreness in the temples, 
feeling of pressure in the occipital region, 
stiffness in the neck, dizziness, dysmen- 
orrhea, pain in the rectum, coldness of the 
spine, loss of appetite, weakness, fear of 
insanity, crying spells, ect. General clin- 
ical examination revealed symptoms to be 
functional. Onset of symptoms about 
eleven years ago. 


In this case the precipitating factor is 
unknown and not discovered by anem- 
nesis. 


Even after almost two years of semi- 
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regular visits the symptoms are not fully 
accepted by the patient as being func- 
tional. 


When the unconscious element of the 
illness is studied the symbolism is so 
bizarre that no certain connection can be 
made as an explanation of the symptom- 
atology. Type II B D H. 

It should be stated that even after two 
years of treatment there is very little 
improvement other than the fact that the 
patient finds some solace through the 
transference mechanism to her physician. 


It is hoped that these three case illus- 
trations will serve to point-out the pro- 
posed value of this classification. 


The above classification was developed 
as a result of hoping to acquire a quick 
method of proper disposal of the function- 
al cases that are seen daily in the out- 
patient department at the State Universi- 
ty Hospital. By applying this method of 
study a very practical approach to the 
problem has been attained. 





Principles Involved in the Surgical Diseases 
of the Newborn* 


JouHN F. Burton, M.D., F.A.C.S. 
Instructor in Surgery, State University School of Medicine 


OKLAHOMA CITY 


In ancient times the practice of physic 
and surgery was performed by one indi- 
vidual. Then as learning and experience 
unfolded the complexities of medical 
knowledge there came a division—the 
physician and the surgeon as _ separate 
ministers to the public health were origi- 
nated. Times and peoples changed. The 
two branches of medicine changed and 
they grew far apart, one having very little 
to do with the other. 


With history’s cyclic repetitions there 
has of late been a return to a closer associ- 
ation of the two branches, and although 
we have specialists in either branch, they 
are keenly aware of their mutual inter- 
dependence. The capable surgeon of today 





*Read before the Oklahoma Pediatric Society, Oklahoma 
City, May 13, 1935. 


corroborates his judgment, or else seeks 
the counsel and advice of his medical 
brother; likewise, the reliable internist 
confronted with a problem seeks his sur- 
gical confrere’s opinion. 


Such close co-operation is more than 
fundamental in diagnosing and treating 
surgical diseases of the newborn. There 
must be a constant regard for function and 
structure. The subject under treatment is 
an independent being of only short dura- 
tion. He has but recently metamorphosed 
from a parasite within his mother’s womb, 
where he led an anerobic existence sub- 
merged in an aquatic medium, the tem- 
perature of which was not under his con- 
trol; protected from all irritable stimuli; 
and he was not concerned in any way with 
performing the functions of respiration, 
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nutrition, or self-expression. Normally, 
with very little warning, he has all of this 
changed; his aquatic surrounding medium 
leaves him, he is not allowed his former 
freedom, but is crowded head downward 
into a channel where he suffers extensive 
surface stimuli, and rapidly changes from 
a parasite into a human being. As such an 
entity, if he wishes to continue, it becomes 
obligatory for him to carry on independ- 
ently the vital functions then performing, 
and those not functioning he must estab- 
lish. The performance of such a phenome- 
na is not without manifest reaction. The 
careful medical observer is conscious of 
atelectasis, rapid pulse, cyanosis, unstable 
nervous system, the lack of sphincteric 
control, and the lusty cry. With these vis- 
ible and expressionistic manifestations of 
adjustment, there are chemical and physi- 
ological cell adjustments being made with- 
in the tissues preparing the unit of struc- 
ture to cope with the phenomena of in- 
jury. This adjustment is not immediate, 
but requires the fulfillment of certain 
definite conditions and the elapse of some 
time. 
FIRST PRINCIPLE: 

No surgical treatment should be at- 
tempted until the outward signs of the es- 
tablishment of the vital functions indicate 
that the individual is making satisfactory 
adjustments. This to be corroborated by 
such laboratory tests as urinalysis, blood 
count, bleeding time and coagulation time 
to determine if the parenchymal cells are 
functioning normally. 

SECOND PRINCIPLE: 


Thorough, adequate protection and 
preparation. I mean by that, that the in- 
fant should be protected from excessive 
stimuli. He should lie upon a soft pad; the 
body temperature should not unduly vary; 
and above all he should be spared the un- 
pleasant sensation of pain—that is, ade- 
quate yet safe anesthesia. To my mind 
local anesthesia, in the form of one-half 
per cent Novocain, should be first choice 
and where stronger anesthesia is indicat- 
ed, open ether. In the manner of prepara- 
tion, he should have normal fluid volume. 
This may be accomplished by the adminis- 
tration of saline or glucose subcutaneously 
or intravenously. 

THIRD PRINCIPLE: 


The knowledge of structure and func- 


tion upon the part of the surgeon coupled 
with an accurate and delicate touch. He 
should know that the tissues of the new- 
born do not stand trauma well, that the 
period of anesthesia must be shorter than 
in an adult, that exposure and loss of body 
fluids are very prone to produce shock in 
these individuals, and that their ability to 
react to injury is limited. 


FOURTH PRINCIPLE: 


Any surgical treatment attempted 
should be of real and vital necessity. This 
would be exemplified in such conditions 
as a congenital atresia of the esophagus, 
lack of development of portions of the in- 
testine, imperforate or non-development of 
an anus. The procedure selected should be 
of the very simplest and the most rapid in 
performance to accomplish the end de- 
sired, ever remembering that since the 
child is making adjustments gradually, the 
surgical procedures can likewise be done 
in stages. 


I would suggest the following: 
1. Atresia of the esophagus. 


A simple Witzel type of gastrostomy, 
permitting the child to be nourished. At 
a later date studies could be made of the 
esophagus and decisions as to future work 
made. 


2. Congenital absence of portions of in- 
testines. 


A laparotomy with an exposure and a 
direct examination of the kind and extent 
of deformity, doing a simple enterostomy 
above the defect, with the idea in mind of 
an anastomosis about the defect later. 


3. Imperforate anus. 


Should there be a formed anus occluded 
by a membrane, this may be opened either 
with a finger or a pair of hemostats. 
Should the obstruction be dense, or should 
there be no well-formed anus, a colostomy 
should be done, and no plastic work at- 
tempted until the child is older. 


No surgical procedure should be con- 
sidered that does not hold forth possibili- 
ties of direct benefit. When any procedure 
is considered, all the possibilities for ac- 
complishment of the end desired and pos- 
sible failure, should be evaluated, keeping 
in mind that nature has very definite 
rules governing repair and function of tis- 
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sues and what to expect when these are 
not appreciated or violated. There are 
many surgical problems presenting them- 
selves in the newborn, that to the casual 
observer should be easily corrected, but 
when considered in the light of the above, 
are known to be impossible. These are well 
exemplified in the lack of development of 
parts of the anterior abdominal wall with 
massive herniation and the large spina 
bifida. 
FIFTH PRINCIPLE: 

Proper post-operative care. The united 
efforts of both the internist and the sur- 
geon should be directed toward: 


1. The maintenance of proper body 
temperature. 

2. The protection from irritable stimuli. 

3. The providing of proper and ade- 
quate nourishment. 

4. The restoration of the vital func- 
tions as rapidly as possible. 
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DISCUSSION 


Dr. George H. Kimball, Oklahoma City: 
In the care of the newborn it is now a 
necessity to engage the help of physicians 
representing the various specialties ac- 
cording to the conditions presented. The 
child is ushered into the world and even 
before the umbilical cord is ligated one 
may discover that the child has a dislo- 
cated shoulder, a broken femur, or a frac- 
tured skull. Occasionally one encounters 
a ruptured trachea which necessitates an 
emergency operation. The point is that 
there is seldom one man who is altogether 
competent to care for these various con- 
ditions. 


As Dr. Burton has pointed out, certain 
fundamental principles must be observed 
before the new born is subjected to sur- 
gery. The margin of safety is small, toler- 
ance to drugs, anesthetic agents and trau- 
ma has not been developed. 


In treating atresia of the esophagus it is 


sometimes found that there is an esopha- 
geal bronchial fistula below the atresia. 
This renders the case almost hopeless be- 
cause of regurgitation of intestinal con- 
tents into the bronchial passages. Usually 
it is impossible to discover this until it is 
too late. 


In cases of complete obstruction at the 
anus it is believed by some men that the 
procedure of choice is to allow the lower 
bowel to fill and then go in through the 
perineum and make an opening into the 
rectum. If a colostomy is done the lower 
bowel does not develop and while it is 
collapsed it is exceedingly difficult to find 
it by an operation through the perineum. 


The plastic surgeon is most commonly 
called to advise about mal-formations and 
deformities. More frequent among these 
are hare-lip, cleft palate, spina bifida. All 
of these may be seen in a single case. None 
of these congenital deformities should be 
operated until evidence of the establish- 
ment of the vital functions is present. We 
owe a great deal to the pediatricians in 
helping to prepare a case for surgery in 
the newborn. 


Occasionally the attending physician 
and parents urge us to operate cases that 
are not surgical. They are under the im- 
pression that it would be better to treat 
the case by surgery than to allow it to 
live. If we feel that surgery has little to 
offer we never advise it. 


f. 
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“When, As and If” 


The bottle-fed baby exhibits symptoms indicat- 
ing partial vitamin B deficiency, described by 
Hoobler as (1) anorexia, (2) loss of weight, 
(3) spasticity of arms and legs, (4) restlessness, 
fretfulness, (5) pallor, low hemoglobin, etc., Dextri- 
Maltose with vitamin B may be used in adequate 
amounts without causing digestive disturbance. 
This ethically advertised carbohydrate supplies 
vitamins B and G, derived from wheat germ and 
brewers’ yeast. Physicians who have attempted to 
make vitamin B additions to the infant’s formula 
but who have been obliged to abandon this due to 
diarrheas or other unfortunate nutritional upsets 
will welcome Dextri-Maltose with vitamin B. This 
is a tested product with rich laboratory and clini- 
cal background and is made by Mead Johnson & 
Company, a house specializing in infant diet ma- 
terial. 

Not all infants require vitamin B supplements, 
but when the infant needs additional vitamin B, 
this product supplies it together with carbohydrate. 
In other cases, the carbohydrate of choice is Dex- 
tri-Maltose No. 1, 2 or 3. 
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A Mask of Maskers—Duodenal Ulcer 
Versus Perforation * 


Joun C. Perry, M.D. 
TULSA 


It is a concluded and self-evident fact 
that interwoven within the secret fiber of 
every conscientious M.D. is a desire on his 
part to ever be the crowning head from 
the standpoint of medical proficiency in 
the esteeming eye and respect of his faith- 
ful clientele or patients who come to him 
in the lonely hours of the night with a 
fearful mind, an anguished body and a 
troubled soul and a wavering hand, to be 
led, counciled and admonished to the more 
pleasant abode of health and well being 
and free from the shackles of sickness and 
affliction and in the attainments of these 
human traits he crowns himself in the 
plaudits of his accomplishments. 


But let this same apostle of the healing 
art appear at the scene of a ruptured duo- 
denal ulcer in its secondary or terminal 
stage, with masked involvement of the 
right upper hypochondriac region, with 
varying symptoms that may simulate any 
involvement in this region. If he is not 
fortunate he will stand idly by, trying to 
console himself that on the morrow all 
will be well, but to his piercing regret he 
may be face to face, in a short span of a 
few hours, with a fatal spreading or en- 
suing peritonitis, and in his perplexity he 
will wish that he could, as the Arabs, fold 
his tent and in the quietness of the night, 
silently steal away. For straight is the 
road, narrow is the gate and sure the 
Utopia for which his patient is bound 
whose peritoneum has received a damag- 
ing or sufficient overflow of gastric con- 
tents, with an oncoming peritonitis, 
caused by a ruptured gastric opr duodenal 
ulcer, with no adhesions or encapsulations 
to confine it to its original or primary in- 
sult or damage to the sensitive of sensitive 
tissue which lines the abdominal cavity 
and its contents, the peritoneum. 





*Read before the Surgical Section, Annual Meeting, Okla- 
homa State Medical Association, Oklahoma City, May, 1935. 


You might pride yourself in your ego 
and say why anyone! anytime! anywhere! 
should be able to diagnosticate a ruptured 
duodenal ulcer by the severity of the re- 
action to the initial insult to the perito- 
neum, manifested by the board-like con- 
tracture of the abdominal musculature 
and prostration or shock, or your inability 
to ease them by morphine. But let me ad- 
monish you that he who consoles himself 
solely upon such a diagnostic foundation 
or footing is sure to fall as a house built 
on sand, and his erectile tail feathers will 
droop, wilt and wax long and slowly wan 
like the desire of an ardent suitor to pre- 
sent the question in a lost cause. 


The masked symptoms a ruptured pep- 
tic ulcer can take under the liver, gall 
bladder and diaphragm at times is a per- 
plexing problem and puts the medical at- 
tendant in an undesired position, especial- 
ly when he is on the outside looking on, 
instead of the inside looking in. 


Moneyhan, fifteen years ago recorded 
forty-nine instances of duodenal perfora- 
tion, nineteen of which were recorded ap- 
pendicitis, and the literature is full of in- 
stances of good men who have been 
weighed in their balances and found want- 
ing in the diagnosing of these conditions 
at the crucial moment. The late Maurice 
Richardson of Boston and Barnard of 
England, twice diagnosed a case of dia- 
phragmatic pleurisy for perforation of a 
duodenal ulcer. 


Dr. I. William Hinton of New York, re- 
porting in Surgery, Gynecology and Ob- 
stetrics, March issue of 1931, on acute per- 
forated ulcers of stomach and duodenum, 
states that during the past nineteen years 
or from 1911 to 1929, inclusive, there have 
occurred on the fourth surgical division at 
the Belleveue Hospital, one hundred five 
cases of acute perforated ulcers. Twenty- 
five died, eighty improved. Please get the 
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significance of that statement, improved 
but not cured. There seemed to be a def- 
inite increase since 1923. 


One-fourth of the perforations occurred 
during the months of April and Novem- 
ber. Some had no previous gastric symp- 
toms before perforation but the majority 
did have. 


They concluded that patients suffering 
from a gastric or duodenal ulcer have a 
chronic recurring disease which may per- 
forate after years of medical manage- 
ment. 


The fact that a patient has survived an 
operation for an acute perforation does 
not mean he is permanently cured, for 
that is not the case. These patients need 
constant medical supervision to obtain 
freedom from symptoms following opera- 
tion and to diminish the chances of a 
second perforation. 


Why do some of these ulcers respond to 
medical treatment and some do not, some 
to certain surgical treatment as simple 
closure and _ gastro-enterostomies, and 
some do not, especially when the ulcer 
bed is still there? Is it not evident that the 
chronicity or the length of duration of the 
involvement is directly proportionate to 
the reparative activity of the tissue in- 
volved? 

Is it not evident that these ulcers of 
long duration do build up with a crater 
formation around the ulcer bed, like these 
large ant beds or hills out in the fields or 
prairies, that in youth you soon learn to 
stay away from? 

Is it not evident that this induration is 
nothing more than a proliferation or in- 
filtration of fibroblasts and endothelial 
cells and stroma, an example of nature’s 
cellular activity in a persistent endeavor 
to span the breaks in continuity (the ulcer 
bed) ? 

It is further evident that this crater 
formation, induration, infiltration extends 
at times one or two inches back from the 
ulcer edge in a thick scarred mass. 

Is it not a histological and pathological 
fact that scar tissue is poor in blood sup- 
ply, therefore hindered in reparative and 
regenerative function, plus a low thres- 
hold against infective agencies, and con- 
tinually insulted and irritated by gastric 
function both chemically and food? 


Giving you what, gentlemen? A mask 
of maskers lurking in the dark, behind the 
curtain, with the gastric walls the setting 
of the scenery; and you find what? A 
sluggish, dormant, inactive, painful, dan- 
gerous condition which has verious out- 
lets from rupture to malignancy. 


Is it not further evident that the longer 
this endeavor of piling up crater forma- 
tion goes on with no progress that the 
negative factors must soon win the con- 
flict? 

Is is not a settled fact or law of cell 
growth, that all cell activity of the human 
body reaches its limit of regeneration and 
growth, especially if its blood supply is 
poor or cut off, and then degeneration or 
retrogression or regression takes place? 


In other words, the human body is no 
stronger than the cells that make up the 
whole, and inversely proportionate to cell 
activity of a part of the whole. 


Therefore, it would seem that these gil- 
cer craters and beds reach a stage of in- 
ability in cell repairs or regeneration due 
to poor blood supply and then destructive 
forces are more potent than the recon- 
structive, and this is no doubt true or they 
would spontaneously heal and never 
rupture. 


Is it any more unnatural to assume that 
a peptic ulcer would be any slower to heal 
than a chronic ulcer anywhere else in the 
body, if it had good blood supply to the in- 
volved part, outside of gastric activity, 
and it is supposed to be endowed with a 
resistance to withstand this? 


Is it not a fact that after considering 
the pathology of a chronic duodenal ulcer, 
that it is a good example of an infarct? 
It surely is. 


And what is an infarct? Is it not an area 
cut off from good blood supply, with a 
necrotic or liquifying necrosis in the cen- 
ter of the area involved? And, gentlemen, 
all this seems to be the exact status of a 
chronic duodenal ulcer. 


In other words, because you open a 
belly, do a simple closure of a ruptured 
ulcer and as an added precaution ensleeve 
it or infold a piece of the great protector- 
ate of the belly over it, the “omentum,” is 
no sign you have cured your patient, for 
the thorn of the flesh is still there. 
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It is a good deal like covering over a 
bed of coals, but the fire is still smoulder- 
ing. 

These unfortunates should never get 
away from you until you have proven be- 
yond a reasonable doubt, their ulcers have 
healed, and no one but the Almighty 
knows how close and wide the portals of 
eternity stand open for these afflicted 
from that constant, lurking, threatening, 
unseen, dynamic tendency of spontaneous 
rupture of these chronic gastric and duo- 
denal ulcers, the beds of which are thin, 
necrotic, friable, non-elastic like a thin 
piace in an old inner tube. All that is 
needed is the time, the place, the condi- 
tion or sufficient amount of inflation or 
pressure and pop goes the blow out and 
maybe your patient. 

What about varicose ulcers? One of the 
most spectacular therapeutic criteria was 
developed by the injection of varicose 
veins, and when accompanied by ulcers 
they will heal themselves when the veins 
are occluded and the beds will change 
from a slimy, necrotic mass to a bright 
red and heal at once. Why? Because you 
make them the recipient of an interchange 
of fresh blood, and not in a condition of 
stagnation and seepage of blood already 
used up by muscular activity and end 
products of cellular changes, for which in 
the past has been the plight of their un- 
healthy status. 


Gentlemen, therein no doubt lies the 
secret of the failures of these chronic pep- 
tic ulcers in not healing, simply a lack of 
sufficient blood supply to do so. That is 
after they have had sufficient medical 
treatment and failure is still the answer 
or result. 


In these cases I think the biblical ad- 
monishment seems applicable to this con- 
dition: “If thy right eye offends, then 
pluck it out.” So if thy peptic ulcer of- 
fends, then pluck it out with some recog- 
nized surgical procedure of excision or re- 
section suited to the specific case, giving 
you coaptation of healthy tissue plus a 
good blood supply with corrected chemis- 
try and a well patient. 

DIAGNOSIS: 

The diagnosis of perforation of an ulcer 
of the duodenum is difficult and, in most 
cases, given the serious abdominal symp- 


toms, you will hesitate between a visceral 
perforation of some sort, appendicitis, 
acute occlusion, hepatic colic or acute pan- 
creatitis. The modern man will be more 
inclined to diagnose that of appendicitis 
for the simple reason that this morbid 
process is so common in practice. 


The important thing to hold in mind and 
ever remember is that in the perforation 
of a duodenal ulcer, the earlier in the 
progress of the process you see the pa- 
tient, the more readily you will recognize 
it. 

And why would you say this? Because 
you are given a condition in a patient that 
has no apparent symptoms of an infec- 
tious or diseased process leading to so sud- 
den a crisis in such an abrupt or sudden 
manner, and it is as a rule contradictory 
for tissue to react from an infectious agent 
in such a short space of time producing 
the pain and shock as that from perfora- 
tion. 


We say what is it that produces such 
severe pain in these perforations? Is it 
the act of the perforation, the overflow of 
gastric contents or the peritoneum? It is 
no doubt the reaction of the peritoneum to 
the gastric contents, for therein lies the 
nerve endings which receive and transmit 
the pain impulse. 


But from thereon the major signs of 
perforation are veiled or masked by those 
of peritonitis, which undergoes its evolu- 
tion with frightful celerity, making it in- 
deed without the least equivocation a 
mask of maskers, holding from the sur- 
geon or physician in its incipiency the 
causative agent of the ensuing peritonitis 
which he so dearly would like to know. 


You can, as a rule, notice three phases 
in the evolution of symptoms in the diag- 
nosis of duodenal perforation. You may 
be fortunate enough to be called to see the 
case at its very onset, when the symptoms 
first appear, or some time might have 
elapsed, when the first phase has passed 
by, and it no doubt will be of short dura- 
tion. The symptoms become localized in 
the iliac fossa, while if you are called to 
examine the patient in the third, or ter- 
minal phase, you will find an extensive 
peritonitis extending throughout the ab- 
domen, with the patient presenting a gen- 
eral septic intoxication that goes with it. 








412 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


There are four phases in the first stage 
that are important to remember in acute 
perforation as they overshadow all else. 
These are: The case history, pain, sensi- 
tiveness to pressure and rigidity of the ab- 
dominal parietes. 


It is very important to obtain a correct 
history and when you have obtained a 
history of the past gastric symptoms, this 
will materially aid you in the diagnosis of 
the perforation, as a majority give some 
dyspeptic or gastric symptom. 


The atrocious pain of perforation at- 
tains its maximum then and there, and has 
been regarded as a pathognomonic sign. 


Some diagnosticians base their diagno- 
ses mainly upon a study of this symptom. 
Rigidity or spasticity of the abdominal 
parietes is a symptom common to all sorts 
of visceral perforation and no other con- 
dition within the abdomen can produce it 
to such an extent in so short a time, and 
you can prepare to open the abdomen at 
once upon the strength of this sign alone. 


Other conditions in which similar clini- 
cal signs will be found with more or less 
distinctness will next be reviewed. 


You will obtain the same history in gas- 
tric perforation as in the duodenal type. 
With sudden onset, with fearful pain seat- 
ed at the upper part of the abdomen, a 
hard retracted abdomen with no vomiting 
at the beginning and little change in the 
pulse or temperature. But there is a dif- 
ferential diagnostic point: The pain de- 
velops shortly after eating in gastric ulcer, 
from one to three hours in duodenal per- 
foration. Pain is relieved by taking food in 
duodenal perforation and greatly in- 
creased in gastric perforation. 


The pain will be found to be high up in 
the midline in gastric perforation, while 
in duodenal perforation it is manifested 
more to the right of the midline and radi- 
ates from here to the right costal border, 
thorax and back of same side. In gastric 
perforation the pain extends to the left 
side of the thorax and costal border, some- 
times to the left arm. 


In both cases, hemorrhage may take 
place and is almost always constant in 
perforation of the stomach. The previous 
digestive disturbances are intense in gas- 
tric ulcer, but in duodenal ulcer, are less 


obvious and do not prevent the patient 
from eating heartily. 


The differential diagnosis of acute ap- 
pendicitis may present some difficulties, 
but if you see a perforated duodenal uicer 
shortly after the onset of symptoms, you 
should as a rule make it, due to its dy- 
namic suddenness of pain plus severity of 
same. 


There is in both a violent acute pain 
starting on the right side and soon involv- 
ing the entire abdomen, but if you are 
keen in your examination and observa- 
tion you will notice the pain does not be- 
gin in the same way in each. 


In pain of the duodenum it occurs sud- 
denly and reaches its summit at once, 
while in appendicitis it progressively gets 
worse. 

The pain in duodenal perforation is 
above the umbilicus, starting in the gas- 
tro-hepatic area, while that of appendicitis 
begins around the umbilicus over McBir- 
ney’s point. 

Do not forget, however, that the ana- 
tomical situation of the appendix varies, 
so that the site of the painful phenome- 
non, when it is inflamed, varies consider- 
ably. 

The rigidity or spasticity of the abdo- 
men extends over the entire abdomen, in 
perforation of the duodenum, and is far 
more marked and severe in nature than 
in appendicitis, whose area of rigidity is 
most apt to be confined to the right iliac 
fossa which is the location of the appendix 
whose inflammatory process increases the 
stretching of the walls of this viscus, pro- 
ducing a localized area of tenderness, but 
a relative wide area of pain sensation— 
but in perforation you have a wide area 
of tenderness due to a wider area of in- 
volvement of the peritoneum. In other 
words, you might state as a golden rule of 
facts that when the area of tenderness is 
more extensive than the area complained 
of, the peritoneum is involved and con- 
versely when the area complained of is 
wider than the area of tenderness the le- 
sion is confined to the viscus and its cov- 
ering peritoneum. The facts of which 
should mean a great deal in the differen- 
tation of the respective conditions, for ap- 
pendicitis is more localized and perfora- 
tion more generalized. It should further 
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be remembered that the height of great- 
est pain occurs at the height of tissue re- 
action which is a more vicious, sudden 
thing in gastric or duodenal perforation. 


Acute pancreatitis might be mistaken 
for perforation of a duodenal ulcer, due 
to the sudden onset of symptoms, but in it 
you have a tendency to collapse, which is 
more or less uncommon in duodenal per- 
foration. 


The pain in acute pancreatitis is in the 
epigastrium and the abdominal rigidity 
and cutaneous hyperaesthesia will be 
found there. The pulse is very bad in the 
pancreatic process, being weak, rapid and 
hypotensive, and this affection is more 
frequently found in corpulent individuals 
and pregnant women. Both processes de- 
mand immediate surgical interference. 


It is not believed that perforation of the 
gall bladder can give cause for a mistaken 
differential diagnosis with perforated duo- 
denal ulcer, for its symptoms are much 
more subdued and pain or pressure much 
more localized. 


A ruptured ectopic gestation, acute sal- 
pingitis, ovarian cyst with twisted pedicle 
need not be mentioned in the diagnoses, 
but every woman that gives signs of peri- 
toneal reaction, should have a thorough 
bimanual examination. You will note I 
have been referring to the early phase of 
perforation, with its onset of symptoms 
which is very short and the progress of 
the accident is very rapid and just as cer- 
tain. 

So as in all dangerous or fatal condi- 
tions, the symptomatology changes quick- 
ly. After the acute onset, as after a storm, 
there is an apparent lull, but you know 
how deceiving lulls are; you remember 
that apparent lull in that terrific struggle 
at Gettyburg, which decided the fate of 
the Confederate cause, when General 
Hunt flattered Lee with the belief that 
he had succeeded by drawing back his 
batteries over the crest of the hill for the 
purpose of cooling his guns. 

Lee, thinking his guns and charge had 
prevailed, and believing his time had ar- 
rived to strike a decisive blow against the 
Union cause, ordered Pickett to advance 
with 18,000 of his choice men, and you re- 
member the result. Hunt’s batteries were 
quickly run back to their position, con- 


summating the greatest piece of military 
tactics ever witnessed in the new world. 
What followed was the greatest slaughter 
of human flesh that ever bedecked the 
ground of any battlefield up to that time. 
Why? All on account of a misinterpreted 
lull, and so may be the apparent lull in 
these perforated ulcers. 


But be not deceived for whatsoever a 
ruptured duodenal ulcer soweth that shall 
it also reap; soon the right iliac fossa and 
the pelvis will become the seat of symp- 
tomatology. For the infection continues 
its progress, and if the physician has not 
seen the case at the onset of the symp- 
toms, or overlooked taking a careful his- 
tory of peptic ulcer conditions, a mistaken 
diagnosis of appendicitis will be practi- 
cally unavoidable. The diagnostic error 
may be permissable for at this stage the 
symptoms are similar and more so be- 
cause the board-like rigidity of the ab- 
dominal walls will have subsided to some 
extent. At the terminal phase the entire 
peritoneal cavity will become involved, 
making the diagnosis still more difficult. 


A diagnosis of general peritonitis will 
no doubt be made, the cause of which may 
never be known unless the abdomen is 
opened. 


The diagnosticians of old gave prudence 
or reliance to hyperresonance or disap- 
pearance of liver dullness from the fifth 
intercostal space downward, known as 
(Jobert’s sign) secured by percussion, 
caused by free gas in the peritoneal cavi- 
ty, due to gastric or intestinal perforation. 


But should be regarded as so; when 
associated with acute abdominal pain and 
distension. X-ray is of assistance in this 
diagnostic phenomenon in detecting a free 
air bubble or pocket under the diaphragm 
and is supposed to be more reliable taken 
from lateral views or exposures. 

Some saye Jobert’s sign is positive 
(ninety per cent of cases) in gastric per- 
foration and (fifty-three per cent of 
cases) in duodenal perforations, but it 
must be weighed and considered with 
other symptoms (associated with the spe- 
cific condition). 


TREATMENT 


Gentlemen, I speak for the cause of the 
lost battalion due to ulcer mortality, for 
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into the valley of death ride these victims 
of fate from gastric and duodenal per- 
foration or malignancy. (The treatment of 
ruptured duodenal ulcer is treatment be- 
fore it ruptures). Of course, after rupture 
it is useless to say drain, do what your 
conscience dictates, breathe a worthy sup- 
plication or benediction for his speedy re- 
covery,.close and get out. 


The medical and surgical mind of the 
present day seems to be united in a 
brotherly bond of union in the early treat- 
ment of these ulcers; that is, they should 
be subjected to a recognized medicinal 
and diet regime, to neutralize the acidity, 
and a non-irritating, acid forming diet, 
concomitant to the same result, for a few 
months. 


And then if you do not get results, you 
are entering a stage of chronicity and find 
yourself like a lost ship at sea with no 
rudder. Every move you make may be the 
wrong one. On the gastric side you may 
be flirting with a malignancy or threat- 
ened perforation, and on the duodenal side 
perforation and peritonitis. As mentioned 
in other parts of this paper it seems there 
should be a definite duration of time this 
duodenal menace should be tolerated in 
its threatening hazard before surgical 
means are instituted. Here is where sur- 
gical minds promptly march forward with 
their different ideas, data and results from 
gastro-enterostomies, excisions and resec- 
tions, all claiming better results, but all 
striving for the same end, which makes a 
confusing state of affairs—a good deal like 
telling a lost man how to go home. One 
says go this way, another some other way, 
the result being he is most apt to go the 
wrong way. 


All this seeming to be a reflection 
rather than a beneficent criteria to sur- 
gical advancement. The less surgery done 
on the stomach and duodenum and the 
earlier it is done would naturally seem to 
be the best thing to do, which should give 
a lower death rate from rupture and ma- 


lignancy. 


I believe if every surgeon operating up- 
on a duodenal ulcer could place his stom- 
ach in the place of his patient’s with duo- 
denal ulcer he would prefer to have it ex- 
cised rather than have a gastro-enteros- 
tomy done and leave the ulcer bed behind; 


for he is not sure that the ulcer is going to 
heal even if he does have a gastro-enteros- 
tomy done, and the potential threat from 
perforation and death from peritonitis is 
still there. 


J. Polya on Surgery of Gastric Duo- 
denal and Jejunal Ulcer, in International 
Abstract of Surgery, January, 1929, states 
that clinical experience as well as experi- 
mental evidence indicates that resection, 
even extensive resection is the operation 
of choice for peptic ulcer. In mild cases 
this procedure is no harder on the patient 
than a gastro-enterostomy, and further, 
magnifies the weight of judgment by stat- 
ing that in the more severe cases, as cal- 
lous ulcer, jejunal ulcer, etc., little or 
nothing can be expected from gastro- 
enterostomy. 

If a patient with a duodenal ulcer re- 
acts well to diet and medical treatment 
and thereafter remains well and able to 
work, operation is not advisable. On the 
other hand, when the condition responds 
to internal treatment only slightly or not 
at all, when the disturbance recurs quick- 
ly, when diet must be such as lessens 
the patient’s capacity for work, and when 
there is continuous or recurring hemor- 
rhage with the danger of developing mor- 
phinism and a roentgenologically demon- 
strable severe lesion, as perforation or 
stenosis, surgical treatment is imperative. 

L. C. Lake, in International Abstract of 
Surgery, reporting on surgical procedures 
possible in the treatment of non-malig- 
nant ulceration of the stomach and duo- 
denum considered only partial gastrecto- 
my and gastro-enterostomy worthy of 
consideration in this conditicn and in two 
hundred twenty-one gastric operations, 
reports: partial gastrectomy, satisfactory 
ninety-five per cent; and in gastro-enter- 
ostomy, satisfactory only fifty-one per 
cent. There were more gastro-enterosto- 
mies done than gastrectomies, but re- 
ceived a higher per cent of satisfactory 
results in the gastrectomies. All the pa- 
tients subjected to gastrectomies gained 
weight after operation and looked healthy. 
Fractional test meals carried out after 
operation showed complete achlorhydria. 
Fractional test meals carried out several 
years later showed that the achlorhydria 
was permanent. None showed the slightest 
trace of free hydrochloric acid and like- 
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wise showed the achlorhydria had no de- 
leterious effect upon the the blood count. 

He concluded that partial gastrectomy 
is the only operation which removes the 
cause of the ulceration in the majority of 
cases and can be trusted to result in per- 
manent cure. That is, of course, ulcers that 
do not respond to a supervised medical 
treatment in a reasonable period of time. 


Better results seem more evident in 
excision of duodenal ulcers to include the 
anterior half or part of pyloric muscle as 
you seem to get a freer back flow of bile 
and duodenal contents which aids in neu- 
tralizing the acid factor. 


The plea and dictates of the medical 
mind should be that these ulcers should 
never reach the stage of gastric or duo- 
denal destruction from a functional or 
motility phase, and thus increase a haz- 
ardous factor from surgical repair. 


Following Judine’s report on Treatment 
of Perforated Ulcers of the Stomach and 
Duodenum, treated in the Central Hos- 
pital for emergency surgery at Moscow 
during a period of four and a half years, 
in which they had a mortality rate of 12.7 
per cent for resections and 38.8 per cent 
for gastro-enterostomies. 


Duval, who read Judine’s report before 
the society, suggested that the good re- 
sults obtained in this series of cases should 
lead to the establishment of a central 
emergency hospital in Paris similar to 
those in Moscow, as the incident of per- 
forated ulcer is about the same in both 
cities. He agreed with Judine that in the 
treatment of perforated ulcers of the 
stomach, gastrectomy is the method of 
choice. 

“The objectionist to enucleation or ex- 
cision of gastric or duodenal ulcers might 
say it interferes with the motility of the 
stomach. Do they forget that if they did a 
gastro-enterostomy and left a large ulcer 
bed, that this ulcer bed might be five to 
ten times wider than an excisional scar 
and that with an excisional scar with co- 
aptation of fresh or healthy tissue, the 
gastric mucosa bridges over or closely co- 
aptates the scar and that the bed of an 
ulcer is scar tissue and gastric mucosa 
does not grow over it. This being the fact 
it looks more reasonable, except in some 
instances, when the ulcer might be too 


large and gastro-enterostomy mandatory, 
the ulcer scar would be more of a hin- 
drance than the excisional, and especially 
if the excision is planned so as to bring it 
at a right angle to the plane of contractile 
action of the gastric muscles. 


In other words, in an excisional scar, 
the break in continuity is not as wide 
from one severance to the other, therefore 
the different ranges of contractility would 
not be as handicapped. 


Gentlemen, it is not the intent within 
the confines of this paper to dictate any 
cut and dried panacea for the treatment 
of gastric ulceration, but merely personal 
observation on cause, effect and failure of 
same plus accumulated surgical data on 
satisfactory results and mortality rate, in 
the management of the subject in question 
by men of good surgical repute, which 
after all is the beacon light in the ad- 
vancement of our cherished profession. 


Ours is a grand and glorious profession 
wherein you may have as many ideas as 
you have avenues of approach for treat- 
ment. You can give a group of physicians 
the accumulated data and statistics on 
how much quinine and when to give it for 
a certain strain of malaria, and some of 
them will say, “Why, thunderation, you 
don’t know how to treat malaria,” and 
they will go on and give quinine accord- 
ing to their own idea and perhaps get as 
good results. That, of course, is where the 
personal equation enters; that is what 
makes our profession appear to be more of 
an art than a science at times and it is 
likewise the criteria which makes some 
physicians more successful than others. 


But may we all join in one harmonious 
union and say! May the white pinioned 
wings of the angels of eternity fan a 
balmy breeze of perception to our turbu- 
lent minds, that we should ever hold our- 
selves in watchful expectancy in regard to 
our gastric and duodenal ulcer patients 
and try to get them well, before we are 
asked to meet them face to face with a 
gastric malignancy, or try to ease, relieve 
or treat their pain-racked bodies in that 
most agonizing condition of perforation. 


CLOSING 


Gentlemen, these chronic dormant ul- 
cers have a criminal tendency. They mur- 
der, they kill. You hear lawyers stand at 
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the bar of justice and plead their cause 
until their eyeballs bulge, until their reti- 
nal vessels stand out like spokes in a 
wagon wheel—but in this condition the 
tactics change; it is patient versus ulcer. 
You are the councilor, plead the case, pre- 
sent the law and with cooperative pa- 
tient, pass the judgment. 


And in respect to those who have de- 
parted and left foot prints upon the sands 
of time, from ruptured ulcers, may the 
staff of Aesculapius, son of Apollo, and all 
that is holy be elevated, beckoning the 
medical profession through the span of 
time to soon arrive from accumulated data 
and experience, just how long in the stage 
of chronicity these smouldering volcanos 
should continue before they are removed 
from threatening danger by enucleation 
or enterostomies or until a better method 
is advanced by some good plan of treat- 
ment or management. 


So, always be in a recipient, admonish- 
ing, protecting attitude toward these pa- 
tients as the Prince of Peace when in a 
fatherly way he said, “O Jerusalem, Jeru- 
salem, how oft would I have gathered thy 
children together, even as a hen gathereth 
her chickens under her wings and ye 
would not.” 

* * * 


DISCUSSION 


Dr. A. W. White: I shall not attempt 
to discuss portions of the paper. Doctor 
Perry certainly has put in a lot of time 
and a lot of study and must have read a 
lot of books in the preparation of this 
paper. In the scientific part of the paper 
he has covered rather a wide field, in- 
cluding discussion of the various types of 
ulcers, perforation, hemorrhages, carci- 
noma, and the various lines of treatment. 
I would like to say just a few words about 
this question of perforation. In the first 
place we have, generally speaking, two 
types of ulcers, one referred to most com- 
monly as the penetrating type, or the 
chronic. These ulcers always occur near 
the lesser curvature of the stomach, at the 
site of the greatest blood supply of the 
stomach. I can’t quite agree that the ul- 
cers occur at the point of most limited 
supply. That does not occur in the septic 
type of ulcer. It may occur in the masked 
type. There are two types of ulcers, the 


chronic perforating and the acute. The 
chronic is a slow perforation, a leakage 
that comes on gradually, and the empty- 
ing is nearly always behind the stomach 
in the so-called chronic type. At least 
ninety or ninety-five per cent occur pos- 
terior to the stomach in the chronic type, 
and in the acute type ninety or ninety- 
five per cent occur anterior to the stom- 
ach. The contents are poured out rather 
rapidly in the acute type, setting up a 
violent irritation in the peritoneum, and 
as the contents spread there is pressure 
upon the diaphragm which gives rise to 
the symptoms Dr. Perry referred to, that 
in the acute case the pain is most often 
on the right side. It is characteristic in 
all ulcers located in the duodenum that 
the point of greatest tenderness is just to 
the left of the midline, the center of pain 
is just to the left of the midline and often 
radiates to the back and posteriorly to the 
shoulder or down the left arm. Under the 
x-ray the collection of gas gives practical- 
ly the same phase as that of subphrenic 
abscess, so that subphrenic abscess is one 
of the first things in differential diagnosis. 
Only about seven per cent of ulcers rup- 
ture.The chronic type does not rupture as 
readily as the acute type, unless the 
chronic type has become dormant and 
been relighted by a change in the renewed 
activity or over-activity of the acid-bear- 
ing glands, so as to set up a penetrating 
type of ulcer in the chronic crater of the 
callous type. The time element has al- 
ways been a question of considerable dis- 
cussion. It is a noteworthy thing that at 
least sixty per cent of these cases occur 
early in the morning; five o’clock prob- 
ably the most often, or when the stomach 
is or should be practically empty. They 
rarely occur when the stomach is full. 
Mount Sinaii, in their research depart- 
ment some two or three years ago, did 
considerable experimental work on this 
question of intra-gastric pressure, and it 
was determined that when the stomach 
is full there is an increased pressure, and 
that by the strain in exertion, lifting, 
pulling, etc., the abdominal muscles are 
so increased in tensity that the stomach 
is better protected, and rupture prac- 
tically never occurs under that sort of sit- 
uation. A blow in the stomach may aggra- 
vate it, although American textbooks al- 
ways have said that a blow on the stom- 





ea A i ee ee ee i el 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 417 


ach cannot produce a rupture. The Euro- 
pean textbooks have always taken the 
opposite view. In the past two or three 
years, particularly in Oklahoma and in 
this region, Oklahoma City, there have 
occurred more ruptures of the stomach 
while the patient was at work from a so- 
called silent ulcer than have been report- 
ed in our literature or have come under 
our observation formerly. I think it is a 
matter of coincidence. An important fac- 
tor is that they were silent ulcers. The 
work or the strain would not produce the 
rupture except in the case of a blow. Lift- 
ing or pulling probably did not produce 
it. It was probably a coincidence; an area 
where there has been a loss of continuity 
of the tissue finally breaks down and of 
course the contents are expelled into the 
abdomen. We sometimes find that the pa- 
tient has had no previous ulcer symptoms 
and has not sought relief. It does seem 
that in different localities, in different 
seasons of the year, and in different years, 
the symptomology associated with the 
activity of an ulcer is much more pro- 
nounced than in other years. The recog- 
nition of this particular thing is made 
much easier if there is a history, and if 
one will be careful and pay some atten- 
tion to details in obtaining the history, 
quizzing the patient carefully, not asking 
him casual questions. The taking of the 
history is most important. If there is any 
suggestion of gastric distress that has been 
occuring periodically over a period of 
years before, occurring principally in the 
Spring or Fall, one would suspect an ul- 
cer. If the pain has come on suddenly, 
there is board-like rigidity, Morphine does 
not relieve the pain, there is evidence of 
shock, at first no increase in pulse and 
then a rather rapid increase in pulse rate, 
with or without rise of temperature, that 
patient should have the abdomen opened 
on suspicion of acute ruptured viscus. If 
the patient is operated within twelve 
hours the outlook is almost one hundred 
per cent if properly done. The less done 
in the operation the better. The less sur- 
gery done, the better the chance of your 
patient. If you wait for days perhaps, the 
seepage in the chronic type may produce 
a low grade perigastric abscess. 


Dr. Risser: I just want to say a few 
words as to one or two personal experi- 


ences in answer to what Dr. White said 
about the time of rupture of an ulcer.. A 
few years ago a man came to me one 
morning and wanted an x-ray of the 
stomach. He gave a history of having had 
some gastric disturbance over a number 
of years. About nine or ten o’clock he was 
given a barium meal. We made the first 
series of plates and allowed him to go 
home. About twelve-thirty his wife called 
me in great haste, and over and beyond 
her voice I could hear this man groaning 
and complaining. I went to his home and 
found him rolling and tumbling on the 
floor, in a cold sweat, pale, and with 
drawn features, the picture of a perforat- 
ed viscus. We took him to the hospital and 
opened his abdomen and found that the 
barium had been the last straw. We re- 
moved the barium from his abdomen, 
closed up, and he got well. The second 
case, a young healthy farmer, had his 
breakfast one morning and soon after was 
taken with violent pain. It continued all 
day. I was not called for twenty-four 
hours, but I had them bring him to the 
hospital, and found very much the same 
picture. Evidently he had had a perforat- 
ed ulcer for twenty-four hours. Even 
when we operated on him, that stomach 
was still pumping out gastric contents. 
To say that he had a stormy convalesence 
is putting it mildly, but he is back on the 
job now. These are just simply experi- 
ences I have had. We will probably be as 
well off if we do not always look for text- 
book symptoms. We need, as has been em- 
phasized by Dr. White and the author of 
this paper, to go further back in the his- 
tory than just the immediate attack. 
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Notice of Examination by The American Board 
of Otolaryngology 








An examination was held in Cincinnati, Ohio, 
September 14, 1935. Fifty-seven candidates were 
examined, out of which number, forty-two were 
certified and fifteen conditioned. 

The Board will hold an examination in Kansas 
City, Missouri, May 9, 1936, during the meeting of 
the American Medical Association, and in New 
York City, October, 1936, just prior to the meeting 
of the American Academy of Ophthalmology and 
Otolaryngology. Exact date has not been set as yet. 
Prospective applicants for certificate should ad- 
dress the Secretary, Dr. W. P. Wherry, 1500 Medi- 
cal Arts Building, Omaha, Nebraska, for applica- 
tion blanks. 

H. P. Mosher, M.D. 
President. 


W. P. Wherry, M.D. 
Secretary-Treasurer. 
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Vertigo From the Otological Standpoint* 


THEODORE G. Waits, M.D. 
OKLAHOMA CITY 


I shall give a brief resume of some of 
our observations on the physiology of the 
vestibular apparatus. Details of anatomy 
will be kept at a minimum. 


The seventh or static-kinitic sense has 
as its end organ, the semi-circular canals 
and the saccule and utricle of the inner 
ear. The static-kinetic sense is briefly the 
ability to compute one’s position in space 
with reference to known stable objects, 
such as earth, horizon, north star, etc. 


The ability to maintain any chosen po- 
sition, whether it be perpendicular to the 
earth or parallel to it, depends on the 
proper functioning of three senses, i. e., 
sight, muscle sense, and_static-kinitic 
sense. 

When one is turned rapidly from left 
to right, with head forward thirty degrees, 
the endolymph in the horizontal semi- 
circular canals is set in motion, that in 
the right moves away from the ampulla 
washing the hair cells away from the 
crista, while in the left horizontal canal, 
the hair cells are washed upon the crista, 
producing a stimulation which we are 
able subjectively to interpret as a change 
in position. One must, therefore, remem- 
ber that in using a Barany chair, the re- 
sulting vertigo and nystagmus phenomena 
are produced about sixty-six per cent by 
the ear from which one whirls and only 
thirty-three per cent by the ear toward 
which one whirls. In caloric douching, all 
the phenomena are produced by the stim- 
ulated ear. This incidently is the main 
reason why the caloric tests have gradu- 
ally supplanted the Barany chair in test- 
ing the vestibular function. 


As we turn to the right, our eyes will 
at first lag, then catch up and when we 
stop will go a little further and return. 
When this turn is slow enough that we 
can cerebrate with it and control the 
_ movement of our eyes, our static-kinetic 





*Read before St. Anthony Hospital Staff, 1935. 


sense is functioning properly and our po- 
sition is known. When we whirl so fast, 
that we can not keep orientated, then we 
have subjective vertigo and our eyes con- 
tinue to go past the objects and we have 
objective nystagmus. 

The converse is also true, we may start 
with nystagmus and get vertigo and its 
contemporary pallor, sweat and nausea. 
This is the cause of car sickness. If you 
will look at the eyes of a person looking 
out of the window of a rapidly moving 
train, you will see a beautiful horizontal 
nystagmus. This is usually within the 
bounds of normal cerebration, but occa- 
sionally gets beyond this and ends with 
dizziness, nausea, pallor and sweat. 

Continued stimulation at intervals fi- 
nally dulis the sensitivity of these end 
organs and stops the vertigo. This explains 
why a pilot in his first spin is unable to 
perform proper maneuvers to neutralize 
the spin. If he spins his ship many times, 
he dulls his sensitivity or as he says, “gets 
used to it.” Then he has perfect orienta- 
tion and knows his exact position at all 
times. 


As had been said before, however, he 
must see some known stable point of 
reference as the earth or horizon. One can 
not spin in a fog and come out properly 
except by instruments. Indeed one can 
not ever tell for sure he is spinning ex- 
cept by his instruments. Many good pilots 
have been lost because they believed their 
ears instead of their instruments when 
there was no visibility. 


Again by vertigo, we mean dizziness or 
giddiness which is momentary or perma- 
nent disorientation. For the moment one 
is not able to tell certainly his position in 
space, it is not associated with nausea ex- 
cept when there is visibility. If there are 
no objects of known position visible, one 
may feel perfectly normal and yet not be 
perpendicular to the earth as he thinks. 
The ability to know one’s position in space 
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is, therefore, not inherent in the canals, 
but is only computed when we have some 
object of known position to refer to. A 
pilot may feel confident that he is flying 
on even keel and come out of a fog banked 
violently or doing a vertical turn. 


Vertigo is usually associated with fall- 
ing because when a point of known posi- 
tion as the earth begins apparently to turn 
up on edge and make violent gyrations 
our system of computing our position is 
suddenly impaired and we fall or stagger 
because we do not exert the proper use of 
our muscle sense with which we ordinari- 
ly maintain our position. So much for 
normal functioning. 


Abnormal functioning is due to excita- 
tion or depression of the vestibular appa- 
ratus chiefly by four sources: (1) intoxi- 
cation, (2) circulation disturbances, and 
(3) reflex stimulation and (4) trauma. 


Intoxications are divided into the mild 
types and severe types. 


Mild intoxications or actual inflamma- 
tion may result from absorption from a 
sluggish bowel and I believe this is actual 
absorption rather than reflex. It is called 
biliousness; general malaise is also closely 
associated. Mild impairments also may re- 
sult from alcohol and tobacco. The first 
tobacco sickness with its dizziness, pallor, 
sweat and nausea, is due to abnormal 
functioning of the vestibular apparatus 
from mild poisoning. When the alcoholic 
staggers cause falls, it is not because his 
muscles are so weak they will not sup- 
port him, but because he has an alcoholic 
intoxication of either the end organs, 
pathway or cortical representation of the 
vestibular apparatus and can not com- 
pute his position. He feels that he is stand- 
ing erect and the ground is moving up to 
him, instead of him moving toward the 
ground. 


Focal infection from the usual sources 
may cause mild but increasing symptoms. 
Acute toxemias from influenza may cause 
a labrynthitis with violent symptoms 
which, however, usually clear up in a few 
days, as the amount of absorption de- 
creases. At first the inflammation may be 
so localized as to not affect the hearing, 
but generally it spreads to the rest of 
the end organ and the hearing becomes 
impaired, if it does not clear up soon. 


In mild increasing types such as from 
focal infection there is an actual neuritis 
and always proportionate impairment of 
both cochlea and vestibule. When there is 
much disproportion between vertigo, ny- 
stagmus, and hearing the lesion is along 
one of the pathways to the brain after the 
eighth nerve has entered the pons. 

More violent intoxications such as pro- 
duced by syphilis, mumps, epidemic men- 
ingitis, and tuberculosis may cause a neu- 
ritis of the eighth nerve that will com- 
pletely destroy both functions. 

In traumatic cases since the fibers of 
both divisions are so closely associated in 
the main nerve trunk, it is impossible te 
injure the trunk by trauma in such a way 
that both functions will not be propor- 
tionately impaired. Also since the nerve 
completely and tightly fills the Fallopian 
canal, it is impossible to fracture the bone 
across this nerve and not break the nerve. 
Therefore, when the mastoid is fractured, 
we either get no loss or complete loss, as 
far as the nerve is conccerned, depending 
on whether the Fallopian canal is frac- 
tured across. We may get a conduction 
loss due to blood or rupture of the middle 
ear structures, or drum. However, these 
usually clear up with time and luck on 
keeping out infection. 


In industrial cases with hearing losses 
from the unusual stimulation by the re- 
verberation of wild oil wells, when other 
malingering tests fail, a fairly accurate 
measurement of the defect of hearing can 
be estimated by running a quantitative 
caloric test on such an ear. The quantity 
as well as the quality of the objective 
signs of nystagmus, past pointing and fall- 
ing can be measured and compared with 
the normal. 


Dysfunction due to circulation causes 
such as fainting, embolism, thrombosis, 
oedema, ischemia, and hemorrhage may 
produce vertigo. The treatment, of course, 
is to find the high blood pressure, anemia, 
nephritis or general disease causing the 
symptoms. Meniere’s syndrome is a com- 
mon example. The symptoms are all vio- 
lent because of their sudden onset. When 
the patient has had time to get his cere- 
bration dulled to this unusual condition, 
he ceases to be dizzy or like the aviator, 
gets used to it and must depend upon his 
other ear thereafter. 
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Vertigo or nystagmus coming on in the 
presence of ear infection is always a seri- 
ous symptom. It means either stimulation 
or miasion of the labyrinth or its path- 
way.. 

There may be at first only irritation of 
a canal due to erosion of the bone with 
stimulation of the membranous labyrinth, 
or there may be actual invasion of the 
canal by living organisms. In the first case 
a mastoidectomy should remove the irri- 
tant; in the second case more must be 
done. 


Labyrinthitis may exist as serrous or 
purulent and may be circumscribed or dif- 
fuse. These can usually be differentiated 
by comparing the function of the canals 
with that of the cochlea. Circumscribed 
serrous labyrinthitis is usually not hard to 
handle, whereas diffuse purulent is very 
apt to continue as a purulent diffuse men- 
ingitis. 

We have recently seen a case of strepto- 
coccus mastoiditis in a boy of seven years, 
who was brought in because of fever, 
twitching of his eyes, dizziness, and vom- 
iting. The infection was about ten days 
old. There also was pain in his eyes and 
a paralysed left sixth. There was some 
evidence of increased intracranial pres- 
sure, not diffuse purulent meningitis. Di- 
agnosis of streptococcic mastoiditis with 
irritation of the labyrinth, and infection 
of posterior cells of petrous pyramid was 
diagnosed and found. After three or four 
days of stormy reactions, temperature 
dropped, irritation signs of meningitis 
disappeared, nystagmus and vertigo dis- 
appeared, and patient is recovering with 
no sign of abscess. I believe there was a 
serrous labyrinthitis and serrous circum- 
scribed meningitis present in the angle ad- 
jacent to the posterior cells of the petrous 
pyramid. Removing the cells and strip- 
ping the dura away from the bone broke 
off the the vena-venosa and freed the 
dura from the temporal bone. The hear- 
ing continued good in the operated ear, 
showing the cochlea was not invaded with 
purulent material. 


Occasionally one sees with mastoiditis 
or tumor, a conjugate deviation of the 
eyes to one side or the other. Both eyes 
pulling to the right or left. This is not to 
be confused with a gradenigo syndrome. It 


is not due to paralysis of the sixth since 
the opposite eye has the third affected. 
This is due to intereference with the cere- 
bral component of the nystagmus. The 
ear pull of the opposite ear pulling both 
eyes to one side and the afferent impulses 
above the nuclii to the cortex being in- 
terfered with do not let the eyes snap 
back. This usually means pressure or de- 
struction in the mid-brain at the upper 
part of the cerebellum, or at least some- 
thing nearer the cerebral cortex than the 
cerebellar or cranial nerve nuclii, usually 
from retention of fluid in the cerebello- 
pontine angle. 


Therefore, vertigo must always be con- 
sidered as an ear symptom, though the 
stimulus may come from a distant point. 
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Do not make your Secretary do all the work— 
See him. All memberships expire December 31st. 
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The Use of Dilaudid in Treating Patients 
With Cancer 








“There is a definite place for the use of Dilaudid 
in the armamentarium available for the treatment 
of pain in cancer patients, but it must be used 
with the same caution as the other opiates,” ac- 
cording to Nathanson and Daland, of the Pond- 
ville Hospital (New Eng. J. of Med. 213:741, Oct. 
17, 1935). Dilaudid was administered in various 
dosages, forms, and combinations to one hundred 
fifteen patients with malignant disease, and to 
fifteen surgical cases. It was found, by these ob- 
servers to be an efficient analgesic in doses ap- 
proximately one-fifth those of morphine, acting 
about twice as fast as the other opiates with a 
duration of action and degree of relief comparing 
favorably with that of morphine. In therapeutic 
doses, it was not usually hypnotic, and in many 
instances required the addition of barbiturate t9 
obtain sleep. “This weaker hypnotic effect is of 
definite benefit to the ambulatory patient, as it 
gives him the opportunity to be up and around and 
aware of his surroundings.” A combination of Di- 
laudid in the small dose of grains 1/48 with aspirin 
grains ten proved to be an efficient analgesic for 
patients with moderate pain. The effect on the 
gastro-intestinal tract as regards side-reactions 
was less than with morphine. It is an efficient re- 
liever of cough. When other opiates had been given 
for several weeks before Dilaudid, it was not as 
efficient in equivalent doses. Tolerance, although 
it is believed to develop, was not so marked or 
rapid as with morphine. Itching and respiratory 
depression seemed more prominent, but in general 
it was less likely to produce undesirable side-effects 
than morphine. Small doses given at frequent in- 
tervals were found superior to large doses given 
at less frequent intervals, although the total 
twenty-four hour amount may have been approx- 
imately the same. 
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See your Secretary—pay your dues. 
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EDITORIAL 
WHY PAY DUES? 








At this time when the payment of dues 
is called for by the Secretaries of County 
Medical Societies it might be a good plan 
to consider the advisability of making the 
investment. Let’s leave out of our consid- 
eration all sentiment and look at this mat- 
ter from a cold-blooded business stand- 
point. We will admit that each county or- 
ganization needs every eligible physician 
and now let’s attempt to prove that each 
physician needs the county organization. 

The County Medical Society furnishes 
the only route for membership in state, 
national and special scientific societies, 
and this is as it should be, for the home 
doctors know best as to a man’s qualities, 
both professional and ethical and whether 
or not he is proper material for member- 


ship in professional organizations. When 
he is accepted by his neighbors as a mem- 
ber of his own County Medical Society it 
is the very best indication that he will 
make a good member in any medical soci- 
ety to which he may apply for member- 
ship. 

The County Medical Society furnishes 
practically the only opportunity for social 
contact with other physicians as such. 
This phase of county medical society 
work is sometimes neglected and we are 
sure that more intimate and continued 
social contact among the doctors would 
do away with much of the strife and an- 
tagonism that exists in certain localities. 

County Medical Societies furnish the 
only organized professional contact that 
can exist between the physicians of a lo- 
cality. We know of physicians that do not 
attend their county society meetings and 
if they are of the opinion that they cannot 
learn anything from their neighbor col- 
leagues they are mistaken. No matter how 
smart the doctor may be he can be assured 
that he will learn something if he will 
attend his County Medical Society meet- 
ings. Even though he may be smarter 
than all the other members he still owes 
it to the rest to attend the meetings and 
give the members of his community the 
benefit of his knowledge. 

When he joins the County Medical So- 
ciety he also joins the State and American 
Medical Association and therefore be- 
comes a part of organized medicine not 
only in the county but in the state and 
nation. As a result of membership in your 
State Medical Association you receive the 
benefit of insurance against malpractice 
to the amount of one hunderd dollars for 
attorney fees, provided this protection is 
not carried in an indemnity company. 
Your own State Association has helped 
many since the existence of this insurance 
fund and each year we are called upon to 
give relief to some doctor who has either 
forgotten or could not afford indemnity 
insurance. A Committee of your own 
Council acts upon these cases and it is a 
very rare occurrence for them to deny this 
protection to any applicant. 

Much work has been done by the State 
Association in forwarding Post Graduate 
Medical Teaching. For several years we 
were associated with the Extension De- 
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partment of the University of Oklahoma 
in carrying on this work and when the 
University withdrew from the field and 
left us with a job on our hands we con- 
tinued this work and at this time there 
is being organized a faculty for the presen- 
tation of courses in the southwestern part 
of the State which will be entirely under 
the direction of the State Medical Asso- 
ciation and steps have been taken to bring 
about a re-establishment of this work in 
the University and we are hopeful that we 
will be successful. 

Through the State Association your 
Committee on Legislation has kept in 
touch with legislative matters during the 
sessions of the House and Senate and 
while they may not have accomplished all 
we could wish they have been instrumen- 
tal in securing the passage of some im- 
portant legislation and through their in- 
fluence have been able to defeat some 
measures that would have been detri- 
mental to organized medicine in the State. 


Through the County and State Associa- 
tion the Journal is published and each 
month contains five or six professional 
articles that are of high standard, also ab- 
stracts from leading medical publications, 
both foreign and domestic, prepared by 
some of the best authorities in our State, 
thus bringing to you some of the richest 
professional material. 


Now I will mention the Annual Meeting 
of the State Association, where you meet 
your friends, have a good time and hear 
some of the best international authorities 
presenting subjects that are timely and in- 
teresting. Both the technical and scientific 
exhibits are well worth while and each 
man who attends this meeting is decided- 
ly benefitted and well repaid for the time 
and expense. 

All of these things and many more are 
brought about through membership in 
your County Medical Society and we hope 
that you will feel that your investment is 
a good one and that during the month of 
December you will see your County 
Secretary and continue to affiliate your- 
self with your County, State and National 
organization. 
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SOUTHERN MEDICAL ASSOCIATION 





In a few days the Southern Medical 
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Association will meet at St. Louis, the 
dates being November 19th to 20th, in- 
clusive. You probably noticed some of the 
features of this meeting in the half-page 
presentment which appeared in the Octo- 
ber issue of the Journal. This is the second 
largest association of the members of or- 
ganized medicine in the United States and 
some of Oklahoma’s leading physicians 
have been honored with office in this 
Association. 

This is the year when it will be very 
handy for the doctors of Oklahoma to at- 
tend this meeting and the Southern Medi- 
cal Association expects the Oklahoma 
physicians to furnish their per cent of at- 
tendance. 


1) 


Editorial Notes—Personal and General 


DR. I. V. HARDY, Medford, is doing post grad- 
uate work at the Mayo Clinic, Rochester, Minn. 











DR. W. L. STEPHENSON, formerly of Alva, an- 
nounces the opening of his office at Cheyenne. 


DR. R. W. STONER, Wetumka, has been ap- 
pointed city health physician of Wetumka. 


DR. JOHN D. CAMPBELL, formerly of Duncan, 
announces the opening of his office at Fairview. 


DR. W. E. LAMERTON, Enid, was injured while 
trying to wrest a pistol from one of his former 
patients who had threatened Dr. Lamerton be- 
cause of a civil suit over a hospital bill. 


DR. EDWARD D. GREENBERGER, of the 
Mankato Clinic, Mankato, Minn., and New York, 
will take over the offices of the late Dr. J. C. 
Johnston, McAlester, November lst. Dr. Greenber- 
ger will specialize in radiology and dermatology. 


DR. R. M. SHEPARD, Tulsa, was elected presi- 
dent of the Oklahoma Tuberculosis Society at its 
annual meeting held in Okiahoma City in October. 
DR. CHAS. M. PEARCE, Oklahoma City, was 
named vice-president. DR. L. J. MOORMAN, Okla- 
homa City, was re-elected president emeritus. 


OKMULGEE Clinic has been dissolved and here- 
after the building it occupied will be operated as 
the Ming-Vernon Clinic, with Dr. C. M. Ming and 
Dr. W. C. Vernon in charge. 


The following is quoted from the Tulsa World 
under date of October Ist: 

“SHEPARD ONCE ‘SHEPARD’” 

Dr. R. M. Shepard is now president of the Tulsa 
County Medical Society, but what few of his 
friends and associates in the profesion know is 
that at one period in his life, when he was younger, 
Dr. Shepard was for three years an evangelist, go- 
ing from parish to parish in the south and play- 
ing the organ while he led the congregation in 
singing the old hymns. The doctor is still capable 
of coaxing those hymns from a piano.” 


Do not make your Secretary do all the work— 
See him. All memberships expire December 31st. 
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| News of the County Medical Societies | 


WOODWARD County Medical Society met Tues- 
day evening, October 8th, starting with a dinner 
at the Baker Hotel, after which the ladies were 
entertained at the Woodward Theater, and the 
doctors repaired to the Woodward General Hos- 
pital where under the management of Mrs. Silver- 
thorn, Superintendent, the large reception room 
had been turned into a miniature medical labora- 
tory. This was successfully used by Dr. Fred Clark 
of El Reno, the guest of honor, who gave a talk 
to the physicians upon Gastric Enterology, and 
demonstrated the methods now in use in making 
chemical and x-ray diagnosis of these troubles. 

There were twenty-seven physicians with their 
wives present. 

Next meeting will be at Supply, December tenth. 





OKMULGEE-OKFUSKEE County Medical So- 
ciety had as its guests at a dinner-meeting in 
Okmulgee, September 23, Dr. Henry Turner and 
Dr. John E. Heatley of Oklahoma City. Dr. Turner 
spoke on “Present Day Status of Endocrinology,” 
and Dr. Heatley on “X-ray Diagnosis of Anomalies 
of the Spine.” 


OSAGE County Medical Society held its regular 
meeting at Pawhuska on October 7. Dr. Anson 
Clark of Oklahoma City presented a paper on 
“Fever Therapy: Its Possibilities and Limitations’,, 
and Dr. Henry Turner of Oklahoma City spoke on 
“The Recent Advances in Endocrinology—with 
Special Reference to the Sex Hormones.” Dr. Wy- 
rick of the Government Clinic discussed his work 
among the Indians. 


Do not make your Secretary do all the work— 
See him. All memberships expire December 31st. 








News Notes of Woman’s Auxiliary 


The Woman’s Auxiliary to the Southern Medi- 
cal Association will meet in St. Louis, Missouri, 
November 20 and 21. All women attending the 
Southern Medical Association meeting are invited 
to the Auxiliary meetings. 

Members and eligible members of County Auxil- 
iaries are cordially invited to attend the luncheon 
meeting Wednesday, November 20, at 12:30 p. m., 
and the Annual Meeting, November 21, at 9:30 a. m. 
The business sessions are to be conducted on a 
schedule, allowing time for social arrangements. 
For the development of the Auxiliary, it is import- 
ant for members and eligible women to be present, 
because the foundation of an organization rests on 
its membership and future leadership comes from 
it. 

All Auxiliaries please send the names of their 
officers to the State Press and Publicity Chairman. 

The National Auxiliary President is stressing “A 
well informed member is a loyal one.” Her aim is 
to give more information to all its membership. 

The following is a list of the officers and com- 
mittees of the State: 


OFFICERS 
Mrs. Chas. R. Rayburn, President-Elect, Norman. 
Mrs. J. C. Perry, Vice-President. 2330 E. 11, Tulsa. 
Mrs. F. Maxey Cooper, Recording Secretary, 322 
N. E. 16, Oklahoma City. 
Mrs. R. L. Murdoch, Treasurer, 424 N. E. 16, Ok- 
lahoma City. 





Mrs. Fenton Sanger, Historian, 1909 N. W. 22, 
Oklahoma City 

Mrs. Tazwell D. Roland, Parliamentarian, 1401 N. 
Broadway, Shawnee. 


COMMITTEES 


Mrs. J. M. Byrum, Student Loan, 1703 N. Broad- 
way, Shawnee. 

Mrs. C. R. Rountree, Organization, 2038 N. W. 19, 
Oklahoma City. 

Mrs. J. S. Rollins, Public Relations, Prague. 

Mrs. Elias Margo, Press and Publicity, 2739 N. W. 
18, Oklahoma City. 

Mrs. J. J. Gable, Hygeia, Norman. 

Mrs. Nesbitt L. Miller, Printing, 974 East Drive, 
Oklahoma City. 

An Auxiliary to the Garfield County Medical So- 
ciety was organized in October when the wives of 
the members met at the Oxford hotel, elected offi- 
cers and studied plans for the Auxiliary. 

A group from Oklahoma City including Mrs. C. 
M. Pounders, President of the State Auxiliary, Mrs. 
C. R. Rountree, Mrs. Earl D. McBride, Mrs. Chas. 
P. Bondurant and Mrs. F. Maxey Cooper, assisted 
in the organization and explained the purposes 

Mrs. Fred A. Hudson was elected president; Mrs. 
R. C. Baker, vice-president; Mrs. Bruce R. Hin- 
son, secretary; Mrs. D. D. Roberts, treasurer; Mrs. 
Glenn Francisco and Mrs. Julian Field were ap- 
pointed members of a committee to select a project 
for the auxiliary, to be reported at the next meet- 
ing. Meetings are to be held monthly. 


£) 


Diagnostic Gastroscopy, With Especial Reference 
To Flexible Gastroscope 














Of two thousand gastric examinations, Rudolph 
Schindler, Chicago (Journal A. M. A., August 3, 
1935), carried out approximately one-third of them 
with the flexible gastroscope. He found that this 
instrument has made it possible to visualize the 
interior of the stomach with safety and with rela- 
tively little discomfort to the patient. The flexible 
gasroscope affords an additional method for the 
direct morphologic diagnosis of gastric disease. 
Gastroscopy not only supplements the roentgen 
examination in the direct diagnosis of gastric ulcer 
and gastric neoplasm, bui it aids greatly in their 
differential diagnosis. It also furnishes direct evi- 
dence of the progress of the benign lesions and of 
the degree of involvement in cases of neoplasm. 
Gastroscopy reveals gastritis and other changes in 
the gastric mucous membrane not discernable by 
other procedures. » 


~<)- 
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New Type of Education 





Many universities and private institutions now 
offer for adult students certain courses in which 
the real professors are children two, three and 
four years of age. This new type of school may 
be called a nursery school, a child institute, a child 
research center or a preschool laboratory. It makes 
little difference what it is called. All such schools 
exist for the purpose of giving the elders an edu- 
cation. 

In her article “Pupil—or Professor?” in the Sep- 
tember Hygeia, Elizabeth M. Stalnaker explains 
how a group of nursery school children showed 
by their natural responses the right and wrong 
ways of training children and how they worked 
out in truly stimulating and enlightening manner 
various problems of community life. 

—_—_—_Q-—— 

Do not make your Secretary do all the work— 

See him. All memberships expire December 31st. 
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Muskogee Academy of Medicine 


The following program is announced for the 
fourth meeting of the Muskogee Academy of Medi- 
cine to be held at Muskogee, Oklahoma, Decem- 
ber 4th, 1935: 

Clinics: Oklahoma Baptist Hospital, Muskogee. 

1. Dermatology and Syphilology—C. C. Dennie, 
Kansas City, 9:00 to 10:00 a. m. 

2. Internal Medicine—P. T. Bohan, Kansas City, 
10:00 to 11:00 a. m. 

3. Gynecology—John C. Burch, Nashville, Tenn. 
11:00 to 12:00 a. m. 

Luncheon—Severs Hotel, 12:15 to 2:15 p. m., Dr. 
C. E. White presiding 

Address—Medicine in South America, C. C. Den- 
nie. 

Scientific Session: Severs Hotel, 2:30 to 5:30 p. 
m. Dr. A. N. Earnest presiding. 

1. Differential Diagnosis of Uterine Bleeding— 
John C. Burch. Introduced by Dr. W. C. Vernon, 
Okmulgee, Oklahoma. 

2. Subject unannounced—P. T. Bohan. Intro- 
duced by Dr. J. S. Allison, Tahlequah, Oklahoma. 

3. Subject unannounced—C. C. Dennie. Intro- 
duced by Dr. M. O. Nelson, Tulsa, Oklahoma. 

Dinner—Severs Hotel, 6:00 to 7:30 p. m. Dr. C. 
V. Rice presiding. 

1. Address, 20 minutes—Dr. John C. Burch. 

2. Address, 20 minutes—Dr. P. T. Bohan. 

Scientific Session: Severs Hotel, 8:00 to 11:00 
p. m. 

1. Subject unannounced—C. C. Dennie. Intro- 
duced by Dr. Goldstein, Fort Smith, Arkansas. 

2. “The Nervous Woman’—Dr. P. T. Bohan. In- 
troduced by Dr. W. A. Tolleson, Eufaula, Oklahoma. 

3. Practical Applications of Gynecology and En- 
docrinology—John C. Burch. Introduced by Dr. E. 
A. Aisenstadt, Picher, Oklahoma. 

Guest Speakers: 

1. Dr. P. T. Bohan, Professor of Clinical Medi- 
cine, Kansas University. 

2. Charles C. Dennie, Associate Professor Der- 
matology, Kansas University. 

3. John C. Burch, Associate Professor Clinical 
Gynecology, University of Tennessee. 


{)- 
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Systemic Thrush in Childhood 





During twenty-five years of pediatric practice 
Frederic W. Schlutz, Chicago (Journal A. M. A., 
August 31, 1935), has seen five patients with gen- 
eralized systemic thrush, all showing very unusual 
symptoms. Four of these cases are reported here, 
the fifth case was the one reported by Dr. Christi- 
son. The patient had been under the author's care 
for about one year. The interesting feature of the 
cases reported consists in the extraordinary symp- 
toms presented. The dwarfing effect of the disease 
presented in two of the cases and the generalized 
alopecia noted in three of them have to his knowl- 
edge not been reported in the literature. The fairly 
rapid form of sepsis observed in the case of the in- 
fant also seems to be exceedingly rare. All four of 
the cases illustrate the formidable nature of this 
disorder when it becomes a generalized infection, 
and the remarkable ineffectiveness of any form of 
treatment. 
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Chocolate Powders and Syrups Heighten Flavor 
Appeal of Milk 


Chocolate flavored powders and syrups may be 
combined with milk to make nutritious drinks 
which appeal to young and old. They are useful 
between meals, at lunch or at bedtime. They are 
suitable as a part of the meal or as a source of 


additional nourishment at other hours of the day. 
Invalids, convalescents and elderly persons, as well 
as those who are vigorous and strong, enjoy such 
beverages. Mothers find them useful to supply ex- 
tra calories to active children. : 

The various brands of chocolate flavored pow- 
ders and syrups accepted by the American Medi- 
cal Association’s Committee on Foods are dis- 
cussed by Doris W. McCray in the September 
Hygeia. In her article she tells of the value of 
such foods in the diet and describes the legitimate 
claims which may be made for them. 


oO 
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Do not make your Secretary do all the work— 
See him. All memberships expire December 31st. 











DOCTOR JAMES THOMAS MOON 


Dr. J. T. Moon, 49-year-old Miami physi- 
cian, died at his home Sunday, October 20th, 
following a short illness. Dr. Moon had prac- 
ticed medicine in Miami for eight years, 
coming there from Wagoner. 

He was a member of the Ottawa County 
Medical Society and the First Baptist Church. 
Surviving are his wife and one daughter. 

Burial was in the G. A. R. cemetery. 








DOCTOR HENRY DEWITT SHANKLE 


Dr. H. D. Shankle, former member of the 
Pittsburg County Medical Society, died at his 
home in Washington Court House, Ohio, 
September 26, 1935. 

He served during the World War, and was 
a member of the Naval Reserve Corps. 

The Doctor, with his wife and daughter, 
Helen Louise, located in Hartshorne, Okla- 
homa, late in 1918, and lived there until the 
year 1928, when he entered government ser- 
vice with the Veterans Administration Fa- 
cility. Before going to Ohio the family lived 
at Fort Harrison, Montana. 








DOCTOR ROY M. SWEENEY 


Dr. R. M. Sweeney, 52-year-old Sapulpa 
physician, died October 18th, following a long 
illness. 

He was born in Kansas in 1883 and gradu- 
ated from the St. Louis Medical School in 
1907. Upon graduation he came to Tulsa but 
shortly located at Kellyville where he began 
the practice of medicine. In 1909 he was 
married to Miss Annette Busey of Lock- 
wood, Mo., and they then moved to Sapulpa 
where he continued the practice of medicine 
until his death. 

Dr. Sweeney was a member of the First 
Christian Church, a 32° Mason, a Knights 
Templar, an Elk, a Shriner and member of 
the Scottish Rite Consistory at McAlester. 
He was also president of Creek County Med- 
ical Society for three years. He was a mem- 
ber of the Rotary club and a past president 
of that organization. 

He is survived by his wife and one daugh- 
ter, his mother and one brother. 
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SURGERY AND GYNECOLOGY 
Abstracts, Reviews and Comments from 
LeRoy Long Clinic 
714 Medical Arts Building, Oklahoma City 





Carcinoma of the Thyroid Gland Occuring in a 
Young Woman. Proceedings of the Staff Meet- 
ings of the Mayo Clinic. C. W. Mayo and W. L. 
Butsch. August 21, 1935. 


The most important questions that arise in con- 
nection with malignancy of the thyroid gland are 
as to how and when it occurs. For practical pur- 
poses malignancy of the thyroid gland may be 
assumed to be carcinoma, because Pemberton 
found but four instances of sarcoma in a series of 
forty thousand pathologic examinations of speci- 
mens of the thyroid gland. There is great unani- 
mity of opinion about how carcinoma of the thy- 
roid occurs. Pemberton has reported that eighty 
to ninety per cent, Graham, ninety per cent, Clute, 
ninety per cent; Smith, Pool and Olcott, 92.6 per 
cent and Coller 98.8 per cent of carcinomas of 
thyroid glands originate in pre-existing adenomas. 
On the other hand, carcinoma rarely developed in 
a diffuse hyperplastic gland of exophthalmic goi- 
ter. Pemberton observed it only once in a series 
of two hundred seventy-six cases of carcinoma of 
the thyroid and Coller but once in ninety cases. 
Carcinoma develops in the thyroid gland most fre- 
quently in the fifth, sixth and seventh decades of 
life as it does elsewhere in the body. But reports 
such as those of Potter and Morris, who found car- 
cinoma developing in nodular goiter in five per- 
sons under the age of twenty years, and of Lee 
who found it in a child eight years old, suggest 
that one must be continually on the lookout for it. 

In considering the clinical recognition of these 
tumors, the opinion of Wilson in 1921 that “correct 
early diagnosis of malignant tumors of the thyroid 
are made probably less frequently than of malig- 
nant tumors involving any other organ of the 
body,” holds true at present. Pemberton, in a re- 
cent paper, stated that there are no clinical signs 
of malignancy in fifty per cent of operable cases. 
The earliest clinical symptoms of pulling and 
drawing in the neck, with subsequent neuralgic 
pain in the neck and slight impediment in respira- 
tion or light attacks of smothering, represent an 
extension of the malignant process which is often 
too great for efficient surgical treatment. In the 
face of these rather discouraging opinions it is 
well to remember that Balfour found in one hun- 
dred three cases of thyroid carcinoma that there 
was an abnormal growth in the thyroid gland for 
an average of eleven and six-tenths years preced- 
ing operation. He suggested that operation, advised 
and carried out earlier, would have been a life sav- 
ing procedure in many cases. Purther evidence of 
the importance of this condition is found in the 
publication on the experience in the New York 
Hospital by Smith, Pool and Olcott who found car- 
cinoma in 4.7 per cent of all thyroid tumors and in 
the experience of the Lahey Clinic, studied by 
Clute, who found that when he used invasion of 


the blood vessels as a criterion of malignancy, as 
proposed by Graham, six per cent of all adenoma 
showed the presence of malignancy. 

A case is reported of a woman thirty years of 
age on whom an operation was done for the re- 
moval of a small adenoma which proved on path- 
ological examination to be carcinoma of the thy- 
roid gland. There were no pre-operative symptoms 
or signs which lead the surgeon to believe that it 
was carcinoma before operation. 

The early removal of a well incapusilated ade- 
noma in which malignant degeneration has oc- 
curred should afford permanent cure. If at the 
end of a year there has been no recurrence, the 
patient may be sure of this. This case serves to 
illustrate and to emphasize the fact that all nodu- 
lar goiters should be removed as soon as diagnosed. 

At the Mayo Clinic study has shown that in 
eighty to ninety per cent of cases, the carcinoma 
of the thyroid gland has developed in a pre-exist- 
ing adenoma. Up to the end of 1934 among the 
cases of adenomatous goiter, with and without 
hyperthyroidism seen at the Mayo Clinic, the cases 
of carcinoma of the thyroid gland would amount 
to almost three per cent. Also a most important 
fact is that in fifty per cent of the cases of car- 
cinoma of the thyroid gland there were no definite 
clinical signs to aid in the diagnosis. In the case 
reported there was some question as to whether or 
not surgery should be advised. Pemberton believes, 
as do most of us who have studied the question, 
that surgical removal of all tumors of the thyroid 
gland should be advised in the absence of specific 
contraindication. Surgical removal, supplemented 
by irradiation, is the treatment of choice for car- 
cinoma of the thyroid gland. Early surgical inter- 
vention followed by irradiation carried out early 
Do at a low risk and with very gratifying re- 
sults. 

This report, a considerable portion of which has 
been quoted directly, I regard as extremely im- 
portant in that it again emphasizes the definite 
indication for removal of small apparently benign 
adenoma of the thyroid gland. There is a tendency 
of the medical profession to disregard the import- 
ance of removal of these adenomas and to even 
advise patients that they should not have or that 
they do not need surgery. This viewpoint is wrong, 
and it must be corrected if we are to reduce the 
mortality rate from carcinoma of the thyroid gland. 

. LeRoy D. Long. 


Total Thyroidectomy for Intractable Heart Disease. 
Summary of Two and One-Half Years Surgical 
Experience. David D. Berlin. Journal A. M. A., 
October 5, 1935, Page 1104. 


The results obtained in ninety patients who have 
been submitted to this operative procedure indi- 
cate that this surgical therapeutic measure has a 
definite place in the treatment of chronic intract- 
able heart disease. 

The original researches on the velocity of blood 
flow by Blumgart and his co-workers demonstrated 
that an intimate relationship existed between tis- 
sue demands as expressed by the basal metabolic 
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rate and the speed of blood flow. As the demands 
of tissue metabolism mounted, the rate of blood 
flow was proportionately increased. With the 
metabolism depressed, as in myxedema, the veloci- 
ty of blood flow was correspondingly reduced. In 
patients with circulatory failure the rate of blood 
flow was definitely slower than in compensated 
or normal individuals with a similar metabolic 
rate. In terms of the law of supply and demand 
the reduced speed of blood flow or supply of blood 
in a patient with congestive failure might be in- 
sufficient for the demands of the normal metabol- 
ism but might, nevertheless, be adequate for the 
lessened requirements of a reduced metabolic rate. 
This significant physiologic relationship between 
the demands of metabolism and the supply of 
blood by the heart led to the belief that the pro- 
duction of artificial myxedema in a patient suf- 
fering from chronic heart disease and having a 
normal metabolic rate might result in definite 
clinical improvement. 

Striking clinical improvement in thyrocardiac 
patients following subtotal thyroidectomy is a well 
recognized fact and is in accord with the preced- 
ing consideration as far as it exemplifies the value 
of diminishing the load of an over-burdened heart 
by the reduction in the metabolic level. 


The selection of patients properly suited for this 
operative procedure is of the greatest importance. 
Operations ill-advised will unjustifiably throw in- 
to disrepute an otherwise valuable therapeutic 
measure. From the onset the authors have recom- 
mended that this operation be applied only to those 
patients who, despite all available medical meas- 
ures, continued to remain chronic invalids. In gen- 
eral they think it may be stated that those patients 
with a slowly progressive heart lesion who con- 
tinue to suffer recurrent attacks of failure on ex- 
ertion over a prolonged period of time will prob- 
ably show a favorable response to operation. On 
the other hand, patients with congestive failure, 
regardless of cause or type of lesion, showing a 
short and rapidly progressive course are excluded 
as unfavorable risks. In the presence of severe 
impairment of renal function and acute pulmonary 
or active rheumatic infection, the operation should 
not be undertaken. 

While the diagnosis of angina pectoris must be 
accurately established, the task of choosing from 
among these crippled cardiac patients subjects 
suitable for operation is not as great as in the 
group afflicted with congestive failure. If the pa- 
tient’s history shows a rapid progression in the 
number of attacks of coronary pain with frequent 
seizures at bed rest, thyroidectomy will probably 
not give lasting results. A recent coronary attack, 
within three months, likewise contraindicates 
operation. Healed coronary thrombosis, however, is 
not a contraindication. In several of the cases 
there was a history of more than one attack of 
coronary thrombosis, but in no instance did the 
last attack occur less than four months prior to 
operation. 

When the metabolism is below minus fifteen per 
cent in patients of either group, they do not 
recommend operation. 

Attention is called to the danger of bilateral re- 
current laryngeal nerve injury. Direct laryngo- 
scopic examination after the ablation of one lobe 
of the thyroid gland is advisable as a precaution 
against the development of bilateral abductor 
paralysis. 

The pyramidal lobe and the retro-tracheal ex- 
tension of glandular tissue in the region of the 
adherent zone must be carefully dissected and ex- 
cised to effect a total extirpation of the gland. 

When they began this work the authors were 
much concerned about the development of serious 
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post-operative tetany. To date they have not seen 
a single instance of severe tetany. 

Since the underlying cardiac lesions still exist 
following operation, these patients continue to de- 
mand the same careful medical supervision post- 
operatively that any patient with heart disease 
requires. Furthermore, the depressed metabolism 
incident to the myxedematous state must be care- 
fully regulated. Without thyroid medication, prac- 
tically all patients will eventually develop untoward 
symptoms and signs of myxedema. With rare ex- 
ceptions the metabolism can be maintained at a 
level of minus twenty-five to minus thirty per cent 
by the administration of sma@& doses of thyroid 
daily. At this optimum level the untoward clinical 
manifestations of hypothyroidism are usually con- 
trolled with the heart still released from its pre- 
vious burden. In the majority of instances the ad- 
ministration of thyroid one-fourth grain daily is 
sufficient to keep the patient in comfort. In others, 
one-half grain daily is required to maintain the 
desired metabolic level. 

The absence of operative mortality in the last 
sixty-two patients submitted for operation is kat- 
tributed to increased experience in medical man- 
agement, improvement in surgical technique, and 
the use of local anesthesia. 

An evaluation of the clinical results obtained in 
those patients who were operated upon from one 
to two and one-half years ago, reveals that of 
thirty-six patients with angina pectoris fifty per 
cent nave been markedly improved. In this cate- 
gory are included patients who were previously 
incapacitated and were sufficiently improved by 
operation so that they no longer required medica- 
tion and were able to return to work. In an addi- 
tional seventeen per cent the attacks of coronary 
pain were diminished in severity and frequency. 

The results in patients with congestive failure are 
equally satisfactory. Approximately seventy per 
cent derived a degree of improvement which was 
greater than that obtained by adequate medical 
therapy prior to thyroidectomy. Thirty-eight per 
cent of those totally incapacitated cardiac patients 
were markedly benefitted by operation to the ex- 
tent that they were able to undertake, without 
circulatory embarrassment, activities such as had 
been previously denied them. 

Approximately thirty per cent of the patients 
suffering either from angina pectoris or congestive 
heart failure showed little or no improvement fol- 
lowing operation. The lack of improvement in this 
group can be attributed in most instances either 
to a rapid progression of the underlying disease or 
to an unduly low pre-operative basal metabolic 
rate. The result in this group emphasized the need 
of utmost care and caution in the selection of pa- 
tients for operation. LeRoy D. Long. 


The Treatment of Anal Fissure by the Injection of 
Alcohol (L’Alcoolisation dans le Traitement da la 
Fissure Anale). Andre Sicard. La Presse Medi- 
cale, July 31, 1935. 


In this very practical article about the manage- 
ment of a common malady, the author describes 
a simple, and apparently effective treatment to be 
employed in the case of a patient who, for one 
reason or another, will not submit to a more radi- 
cal procedure. 

The patient is placed in the genu-pectoral posi- 
tion. The folds of mucous membrane are gently 
separated until the fissure, which is usually situ- 
ated about the mid-line posteriorally, is exposed. 
Employing a fine needle, introduced just external 
to the fissure, an injection of from two c.c. to 
three c.c. of forty per cent alcohol is injected 
through the same needle, left in place following 
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the injection of the novocain, the needle being ad- 
vanced as the injection is made. 

The method is ambulatory, painless and definite. 
Through a neurolysis of the tributary sensory 
nerve filaments, there is immediate relief of pain. 
The period of relief may not be permanent, and for 
that reason the patient should be advised that there 
may be a recurrence. For the same reason the 
procedure is not advised as a substitute for an 
appropriate operation. At the same time, it is so 
simple, so effective, and the relief in any case so 
long that it should be employed in the case of the 
patient who prefers it. LeRoy Long. 


Experiences With Amniotin in the Treatment of 
Gonococcal Vaginitis in Children. Richard W. 
TeLinde, M.D. and James N. Brawner, Jr., M.D., 
Baltimore, Md. American Journal of Obstetrics 
and Gynecology, October, 1935. 


These authors review the discouraging results of 
treatment of gonococcal vaginitis by the various 
chemical disinfectants. In a series of fifty of their 
own cases so treated the average period of treat- 
ment and observation before it was thought safe 
to discharge them was six months. In a series of 
two hundred twelve cases treated by chemicals and 
vaccines in the Bellevue-Yorkville Project, they 
published in 1933 the average duration of “treat- 
ment and observation” as fourteen months. In 
1933 R. J. Crossen discussed the use of diathermy, 
reporting fifteen patients. Of these the ten acute 
cases required twenty-two weeks’ treatment and 
the chronic cases four and six-tenths weeks. The 
practical difficulties in general application of this 
method in young children are obvious. 

The basis of the present work lies in the fact 
that the mucosa in the adult vagina is composed 
of stratified squamous epithelium and it is a well 
known fact that the adult vagina is resistant to 
gonococcal infection. The susceptibility to infection 
by the gonococcus in the prepubescent vagina with 
its thin vaginal mucosa is also well known. Lewis, 
therefore, used Estrin injections in order to pro- 
duce adult changes in the vagina in children suf- 
fering from vaginitis. In all of his eight cases the 
infection cleared and there was a recurrence in 
two cases only. 

Drs. TeLinde and Brawner treated a total of 
thirty-five patients with the estrogenic prepara- 
tion, Amniotin, administering it orally, hypo- 
dermically and in vaginal suppositories. They 
sought to determine the following points: 

“1. Will the administration of Amniotin cure 
gonococcal vaginitis? 

“2. If so, by what method of administration and 
in what dosage is it most effective? 

“3. What changes may be noted in the genital 
tract and in the breasts? 

“4. If changes are noted in these organs, how 
soon do they appear and when do they disappear 
after withdrawal of the hormone? 

“5. Whether or not the administration of the 
hormone is harmful to the patient?” 

The patients were all watched carefully during 
treatment and observations made on general 
health, breasts, abdomen, external genitalia and 
the presence and character of the discharge to- 
gether with stained smears. The vaginal washings 
in normal saline solution were examined micro- 
scopically frequently. Clippings were made for 
microscopic study before treatment and at inter- 
vals thereafter. 

The small series of cases treated by oral admin- 
istration showed no desquamation of epithelium 
and the biopsies from all the cases showed no 
change, even after the oral administration of 185,- 
000 rat units. 





Ten cases were treated with hypodermic injec- 
tions of ethylene glycol Amniotin solution. Fifty 
rat units per day were used at first and later in- 
creased to one hundred rat units per day. “There 
was almost universal failure of cure with the am- 
niotin in ethylene glycol solution.” Having failed 
in their first effort to produce vaginal epithelial 
growth with Amniotin in ethylene glycol they 
treated thirteen patients by using the hormone in 
oil. Daily injections were given, hypodermically, 
doses ranging from fifty units to one thousand 
units in one c.c. volume. They noticed that many 
of the patients complained of pain and persistent 
soreness following injection of the oil solution. 


With this preparation an average of 13.5 days 
was required before the epithelial shedding began. 
“Usually within a few days after the epithelial re- 
action became manifest in the vaginal washing, 
the smears became permanently negative, the 
average being four days after the beginning of the 
epithelial shedding.” Biopsies taken after effective 
treatment showed a marked thickening of the epi- 
thelium and complete or almost complete absence 
of inflammatory cell infiltration. 

As to the optimal daily dosage, they found that 
the patient given one hundred units per day re- 
sponded as quickly as those given a larger dosage. 

There were five of the patients treated with the 
oil preparation hypodermically in which the in- 
fection cleared up but recurred. The recurrences 
occured on an average of 22.2 days after the cessa- 
tion of treatment and they feel by their additional 
experience that treatment was discontinued too 
early. However, among the children treated with 
the oil preparation there were four who were not 
cured and these four also failed to respond to the 
hormonal action as judged by the vaginal washing 
and biopsy. 

Because of the refractory cases from the oil 
preparation treatment and because of the unsatis- 
factory results with oral and hypodermic injec- 
tions of the ethyl glycol solutions, they finally tried 
another method of employing the estrogenic hor- 
mone. Gelatine suppositories containing seventy- 
five rat units of Amniotin were used daily in a 
series of seventeen patients. Of these nine had 
failed to respond to oral and hypodermic methods 
and eight had received no previous treatment. The 
suppositories were given at bed time. 

An average of 13.1 days were required before the 
epithelial shedding began and 17.8 days were re- 
quired for a consistently negative smear. The aver- 
age duration of treatment was 26.3 days.. They re- 
marked the similarity between this method of 
treatment and that of the oil preparation as to the 
time of shedding, the time of the consistently 
negative smear, and the time for complete treat- 
ment. They observed, however, that the number of 
units required for this activity was almost twice 
as great for hypodermic administration as was re- 
quired per vagina. It was, therefore, their im- 
pression that the vaginal epithelial change was 
more marked when the drug was administered per 
vagina. The difference in the effect upon the 
breast tissue was also worthy of note since practi- 
cally all of the patients who received considerable 
quantities of Amniotin hypodermically showed a 
certain amount of breast hypertrophy, whereas 
none of the group receiving treatment by supposi- 
tories showed any breast change. “The fact that 
less of the hormone was necessary to produce a 
cure, that the epithelial change was more pro- 
nounced, and that there was no breast change 
when the drug was administered vaginally, has led 
us to conclude that there is some local action 
which takes place, due to an increased concentra- 
tion of the drug in the pelvic tissue.” 

There were five cases which recurred after sup- 
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pository treatment. All of these five patients who 
had recurrences were promptly cured by re-treat- 
ment with suppositories. There is an explanatory 
note as to the probable cause of recurrence by re- 
infection. 

The summary and conclusion given below show 
clearly that these authors consider the suppository 
method of treatment superior and they are con- 
vinced that it does no harm. 

“1. Amniotin administered orally or hypodermi- 
cally in ethylene glycol solution is of no value in 
the treatment of gonococcal vaginitis. We have 
been unable to demonstrate any effect of the hor- 
mone on the vaginal mucosa or breasts. 

“2. Amniotin in oil has proved efective both in 
the production of maturation of the vaginal mu- 
cosa and in its therapeutic action in gonococcal 
vaginitis in seventy-two per cent of the cases. In 
most of the patients receiving prolonged treat- 
ment breast hypertrophy was noted. 

“3. Amniotin in suppository form has been 
proved to be effective in the production of mature 
vaginal epithelium and in its therapeutic effect in 
gonococcal vaginitis in all the cases in which we 
have used it. This group included some cases which 
had been resistant to the hormone wnen adminis- 
tered hypodermically in oil. 

“4. The epithelial change produced by the hor- 
mone, whether administered hypodermically or in 
suppositories, is transient, and there is no clinical 
or experimental evidence to show that its adminis- 
tration is harmful in dosage necessary to cure this 
disease. 

“5. So far as our experience has gone we have 
concluded that Amniotin administered in supposi- 
tory form is superior to any other known method 
of treating gonococcal vaginitis.” 

Comment: This is by far the most encouraging 
report that I have seen upon the treatment of this 
very tedious, serious, and troublesome disease. In 
all clinics where careful records are kept, the 
period of treatment and observation for complete 
cure in these cases is a very long one. In addition 
to this one does not feel like hastily discharging 
these children as well because of the almost cer- 
tain consequence of infecting their playmates. 

These authors are very careful men and I am 
convinced they feel no harm was done. If this is 
true, the use of vaginal suppositories of this type 
for the treatment of gonococcal vaginitis will be 
an ideal replacement for the old chemical disin- 
fectants and irrigation method. 

Wendell Long. 
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By C. E. BRADLEY, M.D. 


Cyanosis of the New-Born. E. A. Morgan, M. B., 
and Alan Brown, M.D., Toronto, Ont. J. A. M. A., 
Vol. 105, No. 14, October 5, 1935, Page 1085. 


Cyanosis of the new-born infant is a problem 
which should challenge the obstetrician, general 
practitioner, as well as the pediatrician, because 
no other condition which occurs so frequently suf- 
fers from more slipshod methods of prevention, in- 
accuracies of diagnosis, and uncertainties of prog- 
nosis. Unfortunately, much of the supposed suc- 
cessful progress made in overcoming the condition 
in recent years is probably due to the large per- 
centage of spontaneous recoveries. 

The authors lists of commonly accepted causes 


of cyanosis are listed below, and their comments 
on those that are not self-explanatory, noted: 
CAUSES DUE TO ACCIDENTS OF LABOR 


Aspiration of mucus. 

Atelectasis. 

Prolapsed cord or cord around the neck. 
Early separation of the placenta and low 
implantations of the placenta. 

Prolonged difficult labor. 

Breech presentation with difficulty in de- 
livering of aftercoming head. 

Severe circulatory or toxic conditions of the 
mother, or drugs, particularly morphine, ad- 
ministered to the mother during labor. 

8. Cerebral edema. 

9. Intracranial hemorrhage (traumatic). 
CAUSES DUE TO PATHOLOGIC CONDITIONS 

OF THE INFANT 
Prematurity. 
Persistent thymus. 
Diaphragmatic hernia. 
Tracheo-esophageal fistula. 
Congenital cardiac malformation. 
Tongue swallowing. 
Pneumonia of the new-born. 
Tetany of the new-born. 
Sepsis of the new-born. 

10. Intracranial hemorrhage (spontaneous). 

The authors list Aspiration of Mucus, and 
Atelectasis separately, but discuss them simul- 
taneously, because, as they say, they are nothing 
more than cause and effect. The mucus closes the 
alveolar passages, impeding the relief of the ate- 
lectasis, and acting in the same manner as if one 
deliberately would choke the infant by compress- 
ing the trachea with the fingers. Dunham has 
shown that x-ray greatly simplifies the usual diffi- 
cult diagnosis of atelectasis. 

Prevention of cyanosis due to aspiration of mu- 
cus, is not difficult if a metal suction-tip with 
smooth surfaces, bent to conform to the curve of 
the infant’s mouth and pharynx, is used. However, 
delay in attempting to remove the mucus, use of 
coarse gauze to wipe out the secretions, or too 
vigorous use of a hard rubber catheter should be 
avoided. Care should be taken to avoid introducing 
pyogenic bacteria into the infant’s respiratory 
tract, by inserting a tube which has not been 
sterilized. 

Cerebral edema probably occurs more frequently 
than it is supposed, and resembles an intracranial 
hemorrhage in history of long and difficult labor 
and delivery, but differs from it in that the symp- 
toms of cyanosis, vomiting, refusing to nurse, 
twitching of extremities, and even convulsions are 
delayed until eighteen to twenty-four hours after 
delivery. Moreover, the examination of spinal fluid 
is usually negative except for a few red blood cells 
appearing microscopically. Substantiating patho- 
logical evidence in support of this clinical theory 
is difficult to obtain, unfortunately. The theory de- 
pends on the evidence that the brain receives suf- 
ficient traumatism to produce a reactionary edema. 

There is probably no condition more difficult to 
diagnose and prognose than intracranial hemor- 
rhage, probably due to the fact that the hemor- 
rhages vary so greatly in size, and because physical 
signs such as reflexes, muscle tone, and ocular 
manifestations cannot be depended upon as aids 
in diagnosis. Moreover, it is difficult to ascertain 
from the laboratory examination whether gross 
blood found in the spinal fluid is a result of intra- 
cranial hemorrhage or imperfect technique in the 
lumbar puncture; and even if the blood can be 
definitely shown to be of cerebral origin, it does 
not have the prognostic significance that has been 
attributed to it, because as Ford has shown, com- 
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plete recovery has been made in numbers of these 
cases. The following factors should be considered 
strongly suggestive, at least, of intracranial hem- 
orrhages: Asphysia palliad, difficulty in degluti- 
tion, stertorous breathing, full and boggy fontanel, 
convulsions—occuring after a difficult or istrument 
delivery or in a premature infant. The demonstra- 
tion of gross blood in the cisternal fluid and to a 
lesser extent in the spinal fluid. An accurate prog- 
nosis cannot be given in the first few days, but if 
the hemorrhage is not subtentorial, in which case 
the infant usually succombs in the first week, the 
chance for complete recovery is not as hopeless as 
has been heretofore believed. 

Recent improvements in roentgenological tech- 
nique which make the diagnosis of a greater num- 
ber of cases of atelectasis possible, and advances 
in blood chemistry which make possible the diag- 
nosis of tetany in the new-born, have greatly de- 
creased the number of deaths that have previously 
been attributed to thymic dysfunction. The diag- 
nosis of these cases of thymic hypertrophy were 
very logical since often they were greatly improved 
by roentgen-ray therapy, but it must be recognized 
that there was never any actual scientific proof 
that an internal secretion of the gland was re- 
sponsible. And although we are still unable to ac- 
count for some causes of sudden death, except by 
the theory of thymic dysfunction we should re- 
member that it has never been shown by factual 
proof to be a cause of cyanosis in the new-born in- 
fant. 

Tetany has been receiving a great deal of at- 
tention as a cause of cyanosis of the new-born. 
The clinical picture is similar to intracranial hem- 
orrhage or cerebral edema except that the symp- 
toms may occur any time within the first few 
weeks of life. The clinical symptoms are verified 
by low blood serum calcium. Faulty diet of the 
mother during pregnancy, hypoparathyroidism in 
the infant—possibly due to trauma, and alkalosis 
in the new-born have all been suggested as pos- 
sible causes of tetany in the new-born infant. 

The authors’ analysis of present knowledge con- 
cerning cyanosis in the new-born infant is certain- 
ly a challenge to discussion and careful considera- 
tion of this important problem in order that a 
greater uniformity in the conception of the etiolo- 
gy of cyanosis and in the diagnostic methods em- 
ployed may be reached. 


By HUGH JETER, M.D. 


Pathological Changes Resulting From Accurately 
Controlled Artificial Fever. F. W. Hartman and 
R. C. Major. From Department of Pathology, 
Henry Ford Hospital, Detroit, Michigan.—Ameri- 
can Journal of Clinical Pathology, Vol. 5, No. 5, 
September, 1935. 


The author reviews reports of the subject, sum- 
marizing previous investigations dating back as far 
as Welch's classical Cartwright Lectures. 

Hyperpyrexia, artificial fever, is considered to 
give reactions which are commonly designated 
physiological, but may so far exceed the usual 
limits as to be deemed pathological. The author 
is concerned principally with the histological 
changes in tissues and funtional manifestations 
which may be attributed to those changes. 

He reports necropsy findings in two human 
cases, one of a white female, twenty years of age, 
treated by the Kettering hypertherm with tem- 
perature ranging from 103 to 106.6, having been 
given at the same time sodium amytal, gers. xii, in 
the first treatment, and grs. ix in the other treat- 
ments. The patient appeared to stand the treat- 
ments well and the tenderness and induration 
in the adnexa cleared. It appears from the brief 


report that she was being treated for some type of 
pelvic pathology in which there was enlargement 
of the uterus and inflammation of the adnexa. 
Two days after the last treatment she became very 
irritable, had a “twitching spell,” another period 
of generalized tremor seven days after the last 
treatment, developed an anxiety state and took 
fluids and food poorly, and three days later had a 
generalized convulsion lasting one and one-half 
hours, lapsed into coma and died on the eleventh 
day. 

Necropsy showed the folowing: 

“Anatomical diagnosis: Pregnancy, about two 
months; degeneration of the chorion with intra- 
uterine hemorrhage; hemorragic pneumonia; 
marked granular and hyaline degeneration of the 
zona fasciculate of the adrenals; hemorrhagic en- 
cephalitis, ring hemorrhages about vessels in base 
of brain; acute parenchymatous degeneration of 
liver and kidneys.” 

The second case was a male, forty years old, 
who was treated for syphilis of twenty years dura- 
tion, apparently suffering form a cerebrospinal 
type of central nervous system lues. He was given 
eleven periods of fever under sodium amytal seda- 
tion with the Kettering hypertherm. Bismarsen 
was administered during the same period extend- 
ing from March to September. “All treatments 
were tolerated well including the last except for 
the fact that he could not be aroused. He gradually 
became more comatose and showed right-sided 
hemiplegia. Death occurred twenty hours after 
completion of last treatment.” 

Necropsy findings are summarized as follows: 


“Anatomical diagnosis: Syphilitis aortitis; par- 
tial occlusion of the orifice of the right coronary 
artery; glioma of the cerebrum with cyst forma- 
tion; hemorrhagic encephalitis, base of brain; 
bronchopneumonia with oedema and congestion of 
lungs; vascular and granular degeneration, zona 
fasciculata of adrenals; acute parenchymatous de- 
generation of liver and kidneys; chronic catarrhal 
cholecystitis.” 


In addition to the reports on the two human 
cases a table is given including the report of 
twenty dogs which were treated in a similar man- 
ner and the author summarizes by giving the fol- 
lowing: 

Pathological changes which occurred in both the 
human and the animal cases: engorgement of the 
blood vessels, especially the capillaries, hemorrhage 
and degeneration. Hemorrhagic encephalitis in 
some instances, hemorrhagic pneumonia, degenera- 
tion of the cortex of the adrenals, and death, ap- 
parently the result of vascular collapse. 

He further concludes that since both fever thera- 
py and sodium amytal tend to produce marked 
dilatation and engorgement of blood vessels, the 
combination should not be used. 
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A Case of Unilateral Anophthalmos With a Cyst. 
Kanji Kanda. Japan. The British Journal of 
Ophthalmology, September, 1935. 

According to the author anophthalmos is one of 
the rare congenital anomalies in which, in spite 
of the name, a small or rudimentary eyeball is 
found usually in the lower lid. He says it is bi- 
lateral in almost all cases; and if the orbital in- 
tegument is prolonged and covers the partially 
developed eyeball, then it is called cryptophthal- 
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mos. Photographs of the case before and after 
operation accompany the report as well as a photo- 
graph of the excised ocular cyst and microscopic 
sections. 

The family history is negative. In the fourth 
month of pregnancy the mother fell and struck 
the lower part of her abdomen against a sharp 
object. Presumably the development of the ocular 
structures of the child were obstructed by this 
accident of the mother. The patient at the time 
of examination was five years of age, a male. The 
right eyeball showed several defects including a 
micro-cornea which was oval in shape, a defective 
iris in the lower part, the remains of a pupillary 
membrane, a choroidal coloboma and a gross later- 
al nystagmus of the globe. The lids and the con- 
junctival cul-de-sac were the only normal struc- 
tures of the left eye. The mass located in the 
lower lid moved freely and was somewhat softer 
than the right eyeball. The depth of the conjunc- 
tival sac was about nineteen mm. Because of the 
projection of the wall of the sac it would be im- 
possible to insert an artificial eye. 

The object of the operation was the removal of 
the cyst and the construction of a suitable bed for 
an artificial eye. The patient was operated and 
following the operation the cavity in the orbit and 
the wound was tamponaded for six days. The 
tamponade was then removed and the edges of 
the wound carefully sutured. An artificial eye was 
inserted later and it was found that it was held 
in place very nicely, adding a great deal to the 
appearance of the child. 

The pathological findings of the excised mater- 
ial are given with an accompanying discussion. He 
says that the excised ocular cyst, though it does 
not show the proper structure of an eye in the 
preparations, is considered to be a rudimentary 
eyeball which is the same as that of a cryptoph- 
thalmos. The cyst was ruptured during its re- 
moval. At the time of birth of the patient (a nor- 
mal birth), there was also an atresia in another 
part of the body which was operated on success- 
fully soon after birth by an orthopedic surgeon. 


Clinical Cases in Which Vertigo Is a Cardinal 
Symptom. John B. McMurray, M.D., Washing- 
ton, Pa. Archives of Otolaryngology, September, 
1935. 


The author speaks of the confusion in arriving 
at the symptom of vertigo when taking a history 
from the patient. Dizziness that accompanies an 
acute intestinal upset, the weakness resulting from 
an acute illness or a prolonged chronic suppura- 
tion, arterial hypertension, chronic myocarditis, 
heart block, valvular lesions of the heart, the 
anemias, neuropathic conditions and the palsy or 
imbalance of the ocular muscles are some of the 
conditions that may give rise to a sensation that 
the patient may describe inaccurately as vertigo. 

This article deals with true labyrinthine vertigo 
which comes on suddenly with a duration of a few 
hours to a few days and a free interval of days, 
weeks or months. It occurs most frequently be- 
tween the ages of thirty-five and fifty-five. There 
are a total of one hundred eighty-four cases re- 
ported. In one hundred four cases there was a 
diagnosis of toxic labyrinthinitis and of the six- 
teen probable causes listed the four most common 
in the order of their frequency are chronically 
infected tonsils, infected teeth, chronic constipa- 
tion and chronic prostatitis. The removal of this 
focus of infection gave good results in some cases 
of the most severe vertigo. He mentions a brilliant 
result obtained in the case of chronic prostatitis 
and also in that of a rectal abscess. 

Furstenberg’s diet and amonium chloride did not 
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give as good results as others have claimed. A de- 
scription of a typical attack of labyrinthine vertigo 
is given as related by a patient. Discussions are 
included by MacKenzie, Wishart, Slack and Sham- 
baugh. 

The author’s summary is as follows: Vertigo is 
not an otologic problem, except when it occurs as a 
complication in cases of acute or chronic suppura- 
tive otitis media. The aurist can be of aid in de- 
termining the cause of the vertigo, but not more 
than the ophthalmologist. In many cases of inter- 
mittent vertigo of a severe type the hearing and 
labyrinths are normal as far as can be determined 
by the present methods of examination. It is pos- 
sible that the lesion is located somewhere along the 
labyrinthine pathway, on the way either to or 
from the cerebral cortex. Whether the exciting 
cause is a disturbance of water metabolism, as 
suggested by Kopetzky and Dederding, the sensi- 
tivity of the nucleus, vestibular nerve or labyrinth 
itself to sodium, as suggested by Furstenberg, 
Lashmet and Lathrop, or to toxins from a distant 
focus, or protein sensitization cannot at present 
be determined. All patients with true vertigo 
should be thoroughly examined and all possible 
foci of infection eliminated, as there is sufficient 
evidence to warrant the conclusion that infection 
may be the etiologic factor. In cases of Meniere's 
symptom complex, if the side of the offending 
lesion cannot be definitely determined, section of 
the vestibular nerve does not promise brilliant 
results. 


Paralysis of the Larynx. Charles J. Imperatori, 
M.D., New York. Annals of Otology, Rhinology 
and Laryngology, September, 1935. 


The author gives an explanation of the median 
position of the vocal cords in bilateral abductor 
paralysis. If the recurrent laryngeal nerve is in- 
jured there is either an adduction with the vocal 
cords straight in the median line or the cord is 
found midway between abduction and complete 
abduction. Ziegelman shows by dissections that 
contrary to the usual teaching, in most instances 
the arytenoid muscle is supplied by the superior 
laryngeal nerve. The communications of the re- 
current laryngeal nerve are discussed. New. Burger, 
Childrey, Smith, Lambert, Wallace and Lemere 
are quoted with some of their conclusions. 

The author’s conclusions are: 

In many individuals the arytenoid muscle is 
innervated by the superior laryngeal nerve. 

In no way does this suggested mechanism of 
continued adduction interfere with Semon’s law. 

This law of Semon’s deals entirely with the ab- 
ductor fibres of the recurrent laryngeal in that 
they become affected sooner than the adductor 
fibres. 

Lemere has shown that the abductor muscles 
possess more lipoid granules in them than the 
adductors and that they are more susceptible to 
trauma. 

A total paralysis, so-called, with the vocal cords 
in the cadaveric position would seem to consist of 
a paralysis of the posterior crico-arytenoid muscles 
and the innervation of the arytenoid muscle by the 
recurrent laryngeal nerve. 

A sustained midline position of the cords would 
consist of a paralysis of the posterior crico-aryte- 
noid and the innervation of the arytenoid muscle 
by the superior laryngeal nerve. 

The arytenoid muscle, assisted by the crico-thy- 
roid muscle, both innervated by the superior laryn- 
geal nerve, thus sustain the cords in the position 
of adduction. 

Clinically this appears to be so, for in abductor 
paralysis, with the cords in adduction, there is 
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considerable relaxation and lessening of the 
dyspnea when the superior laryngeal nerve is 
blocked by the injection of novocain or alcohol, 
thus interfering with this nerve’s action. 


Association of Optic Neuritis, Facial Paralysis and 
Facial Hemiatrophy. Edward A. Shumway, B.S., 
M.D., Philadelphia. Archives of Ophthalmology, 
January, 1935. 


This is a continuation of a case which was pre- 
sented by the author before the Section of Oph- 
thalmology of the American Medical Association 
in 1904. At the time of the original presentation 
the patient’s age was nineteen, a female. Her 
chief complaint was blurring of print and aching 
in the eyes when she did close work. She did not 
complain of loss of sight but on examination her 
visual acuity was found to be V.O.D. 6/15 and 
V.OS. 6/30. Ophthalmoscopic examination showed 
optic nerve atrophy, more marked on the left. It 
was a picture of postpapillitic atrophy. The visual 
fields were contracted and the light sense im- 
paired. The right side of the face was flattened 
and there was an enophthalmos on this same side. 
She had reported for the eye examination in 
December, 1903, but about one year previously had 
been treated by another doctor for a typical facial 
paralysis of the right side of the face which ap- 
peared following exposure. She gave a history of 
always having had irregular menstrual periods. 
At the time of her facial paralysis, the red and 
white blood cells and hemoglobin were practically 
normal. The urine was negative. With five or six 
months of treatment the facial paralysis cleared 
up nicely, but the mother stated that the right 
eye was “smaller” than the left eye. When she 
appeared for treatment of the blurred vision her 
red blood cells were normal but she showed a white 
count of 13,500 with a fifty-eight per cent hemo- 
globin. The urine was still negative. The rest of 
her general physical examination was essentially 
negative. In the author’s discussion at that time 
(1904) he mentions the possibility of an associated 
optic neuritis facial paralysis and hemiatrophy of 
the face as being a part of a multiple neuritis. He 
said the etiologic factor appeared to be an infec- 
tion, the nature of which is as yet undetermined. 

The subsequent history of this patient is that 
in 1909, seven years after the first attack of facial 
paralysis, she had oculomotor paralysis; in 1912 
she had a recurrence of facial paralysis and an- 
other recurrence in 1919 on the LEFT side; six 
months later the RIGHT side was involved. Since 
by this time the importance of focal infections was 
being more strongly stressed she was referred to a 
dentist for a roentgen study of the teeth. Her left 
superior central incisor tooth had been filled with 
gold when she was thirteen years of age with sub- 
sequent death of the nerve. The roentgen examina- 
tion showed a large irritated abscess here which 
was removed and on its removal, a long pus sac 
or dentigerous cyst, “as large as the end of the 
thumb” was found. This extended upward to the 
level of the floor of the orbit and the ethmoid 
sinus. The left lower molar was also abscessed. 
In 1920 the author examined her and found her 
without light perception, both optic nerves show- 
ing white with atrophy. Touch and temperature 
sensations were equal on both sides of the face. 
There was no sense of smell and very little sense 
of taste on the anterior part of the tongue. The 
diagnosis was polyneuritis of the cranial nerves, 
probably due to dental infection. 

In the presentation of this very interesting case 
with its complete history the author cites other 
similar cases reported by other men who have re- 
corded their findings. At the time of the original 


presentation there had been only seven cases pre- 
viously recorded. The function of the seventh nerve 
is discussed as well as the possible cause of the 
loss of the sense of smell and taste and the hemi- 
atrophy. The author cautions us to be aware of 
the fact that the pendulum has now swung to the 
other extreme and that we may overlook other 
causes than that of focal infections. 

The outstanding point of this article is the com- 
pleteness of the record over a long period of years. 
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DERMATOLOGY, RADIUM AND 
X-RAY THERAPY 
Edited by William E. Eastland, M.D. 
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The Treatment of Nevi: A Review of Cases Treated 
During the Last Fifteen Years, With Analysis 
of End-Results. William S. Newcomet, M.D. Ra- 
diology, Vol. XXII, No. 6, June, 1934, 684-693. 


This essay deals with five hundred six cases of 
vascular nevi which the author has divded as fol- 
lows: (1) hemangiomas, with subdivisions of dif- 
ferent grades into capillary and cavernous, which 
comprised the largest, and totaled four hundred 
twenty-two cases; (2) lymphangiomas, which num- 
bered fourteen cases; (3) fibro-angiomas, includ- 
ing the various forms of moles, which amounted to 
seventy cases. The possibility of malignancy de- 
veloping in nevi is discussed, and in this series 
constituting five hundred six patients there were 
only three malignancies. In two of them they were 
due to pigmented nevi, and in one to a vascular 
nevus. It is thus seen that the possibility of ma- 
lignancies developing in vascular nevi has been 
greatly over-rated. Newcomet then points out the 
complication of spontaneous ulceration occurring 
in vascular nevi. He believes this due to a small 
clot obstructing a branch of the vessels compris- 
ing a portion of the nevus. The circulation is inter- 
fered with to such a degree that it allows necrosis 
of the cells furnished with blood in the particular 
region. In cases in which nevi are covered with a 
thick layer of skin the results are better and there 
is less danger of ulceration than in cases in which 
the large vessels are very near the surface. When 
the tumor mass is comprised of spongy vessels the 
amount of radiation necessary is less. Where there 
is more fibrous tissue resistance is greater. Statis- 
tics are given revealing the distribution anatomic- 
ally of the lesions over the body. Of the five hun- 
dred six cases mentioned, three hundred three of 


“them were on the face showing their very impor- 


tant location from a cosmetic standpoint. In con- 
sidering treatment the author goes into a brief 
discussion in regard to the possibility of surgically 
treating such lesions. He believes that surgical 
assistance sometimes is of value, but thinks that 
irradiation should be tried first. It is mentioned 
that the earlier the case is treated in the child's 
life the better the results will be. The author calls 
attention to the possibility of radiation in the in- 
terfering with the natural growth of tissue sur- 
rounding the nevi. For that reason he recommends 
the use of radium rather than roentgen rays in 
treating these lesions, as he states that the former 
can be confined to the affected part to a better 
advantage. In the hemangioma occurring on the 
scalp it is usually necessary to consider the possi- 
bility of permanent epilation due to the effects of 
radium. However, the essayist states that in all 
cases treated by him in which no other method 
complicated it, the hair grew back successfully, 
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even occurring in those areas in which it had not 
previously grown. In considering the technic of 
treatment the author states that cases vary so 
much in regard to the size and structure of the 
individual lesion that each case has to be individ- 
ualized. Some generalizations are given, such as 
stating that the interval between treatments 
ranges from six weeks to two months in the aver- 
age case; also, it is stated that the equipment va- 
ries considerably in its extent, such as different 
forms of flat tubes, needles and seeds, in order that 
they can be arranged to fit the particular lesion at 
hand. It is the prime object to obtain homogene- 
ous radiation and thereby a smooth result. The 
author’s personal idea of gold seeds is summed up 
as follows: “While gold seeds may be employed in 
cases in which interstitial treatment is desired, it 
seems unnecessary to leave some foreign body in a 
mass of this character. Small radon seeds (gold) 
are valuable in cases in which minor areas are to 
be treated in parts, and shields of various forms 
cannot be properly placed. In such cases it should 
be remembered that the time of application must 
be very short for the reaction is usually intense.” 
Stress is laid upon the cardinal rule in treating all 
cases and that is a careful avoidance of excessive 
radiation. Another interesting paragraph in the 
summary of the article is as follows: “In the ma- 
jority of cases, results of treatment were very sat- 
isfactory. The marks or tumor masses had dis- 
appeared, and the sites were practically normal 
and without scar. No other method could accom- 
plish so much and, while the treatment is not so 
rapid as in other treatments, the results are bet- 
ter.” 


Roentgentherapy in Metastatic Bone Cancer, With 
Report of Four Cases. J. Roemer, M.D. Radi- 
ology, Vol. XXII, No. 4, 499-503, April, 1934. 


This article deals with four cases of breast car- 
cinoma which had been operated and later de- 
veloped metastases in the bone. The case histories 
are given in rather complete detail in which it is 
shown that there is bone destruction as proved by 
radiographic evidence. In each case following the 
application of roentgen therapy to the affected 
bone, considerable or entire bone regeneration 
was made. In all cases the patient had lost con- 
siderable weight and was, in some of the cases, 
unable to walk. Following radiation all cases gained 
considerable weight, the health improved very 
much and all were able to walk. In one instance 
the author had received communication as long 
as four years later and the patient stated that she 
was still in good health and felt well. In another 
case the patient died in about four and a half 
years after receiving a pathological fracture of 
the right acetabulum. In the third case the pa- 
tient lived comfortably for two years after x-ray 
therapy was given to the metastatic bone lesion. 
In the fourth case the patient was bed-fast for 
considerable length of time until roentgen therapy 
was given. In this instance she was up and about 
for over a year before she died in diabetic coma. 
The technic employed is given. It is the author's 
idea to show the great degree of palliation and 
bone regeneration that can occur following deep 
x-ray therapy. It is not regarded as a curative 
process. 


Radiation Therapy of Keloids and Keloidal Scars. 
Fred M. Hodges, M.D. Amer. Jour. Roentgenology 
and Radium Therapy, Vol. XXXI, No. 2, Febru- 
ary, 1934, 238-243. 

This essay reviews the ideas of various writers 


in regard to the proper method of treating keloids. 
It is indicated that some regard surgery as being 
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best, others regard surgery plus the pre-operative 
or post-operative radiation best, while others re- 
gard radium or x-ray, or both, as efficient. Also, 
the principle of filtered or unfiltered radiation is 
considered, pointing out that some prefer one 
over the other. The author then discusses his per- 
sonal idea of treatment in keloids. In very thick, 
localized lesions, especially where there are nar- 
row, deep bands, he regards the use of surgery 
necessary, and then post-operative irradiation is 
given. He believes that in the average case there 
is such a wide area to be treated that surgery is 
not practical, nor is radium; hence, the use x-ray 
is given preference. Considerable stress is laid upon 
the superior results obtained by early treatment as 
is true in angiomata in infants. Unfortunately, 
most of the lesions are seen after they have been 
present for several years. It is recommended that 
the lesion be treated with a dose of from two 
hundred to two hundred fifty r of unfiltered rays 
given with eighty to ninety kv. every four to six 
weeks. The essayist goes into some detail to explain 
the technical variation in dosage due to the 
amount of area covered. The smaller areas natur- 
ally receive less r than when larger areas are 
treated and other factors are equal. The age of 
an x-ray tube also must be taken into considera- 
tion to know the intensity of dosage employed by 
the particular machine at hand. The purpose of 
x-ray or radium in treating keloids is of avoiding 
a recurrence as will occur in many instances where 
the lesions are surgically excised. 


Irradiation and Electrosurgery in the Management 
of Carcinoma of the Urinary Bladder. J. Thomp- 
son Stevens, M.D. Radiology, Vol. XXII, No. 1, 
January, 1934, 99-104. 


The author states that during the past seventeen 
years he has had such experience as to teach him 
to use pre-operative external roentgen irradiation 
in carcinoma of the bladder. The treatments are 
planned so that they will be completed in two 
weeks’ time. The technic employed is cited which 
gives seven hundred fifty r units dosage to the 
bladder in the first period and then this is re- 
peated, bringing it back to a total of fifteen hun- 
dred r units. Stevens sums up the advantages of 
pre-operative radiation as follows: there is a 
marked improvement in the patient's general con- 
dition; if he is suffering from hemorrhage it may 
stop within twenty-four hours. Further cystoscopic 
examination is more easily made as the contents 
of the bladder are free from the clotted condition 
incident to blood, pus cells and other debris. It 
tends to lower the possibility of implanting cancer 
cells in other parts of the bladder wall following 
operation. There is no loss of valuable time, as 
further investigation can be made during this time. 
The use of electrosurgery is advised by the essayist 
and he is emphatically in favor of it being done 
through a cystotomy by the superpubic route. In 
discussing electrosurgical procedure he first con- 
siders malignant papilloma, stating that this is a 
simple matter to destroy the entire growth at one 
sitting by means of the hot bipolar current; that 
is, electrothermique coagulation. In malignancies 
limited to the bladder without surrounding exten- 
sion good results often follow resection by means 
of the bipolar cutting high frequency current. In 
case the tumor extends to organs outside the blad- 
der wall, or localized tumors in the prostatic orifice 
or trigone, or involving an ureteral orifice, bipolar 
coagulation is advised followed by radiation treat- 
ment. The author makes the following statement: 
“Since only palliation is expected to follow in the 
vast majority of these hopelessly advanced cases, 
in many instances best results will naturally fol- 
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low through a coagulation of only that portion of 
the tumor projecting above the bladder wall, fol- 
lowed by radium therapy, or intense, highly fil- 
tered roentgen ray treatment. There is much evi- 
dence from many sources that roentgen therapy 
with modern dosage technic will supplant all other 
methods of treatment, particularly for the ad- 
vanced cases.” Stevens states that radium therapy 
is indicated in malignant papilloma and papillary 
and infiltrating carcinoma. When used following 
x-ray therapy the total dosage can be reduced, 
thereby eliminating the reaction in the bladder 
otherwise produced. In cases having multiple car- 
cinomatous points the author advises the use of 
radium properly filtered, then packing gauze 
around the radium in such a way to make it two 
cm. from the radium to the lesion. In papillary and 
infiltrating carcinoma two different types of radi- 
ation therapy are mentioned, the first of which is 
insertion of platinum covered radium element 
needles into the tissues, which is the older method. 
These needles contain one to two mg. of element 
and one mg. is allowed in each cubic centimeter 
of tissue. Brief mention is made of the new meth- 
od which has not been proved as to results but it 
recommends the use of radium element in cap- 
sules filtered through four mm. of lead and packed 
close to the involved pathology. The essayist re- 
commends that further x-ray therapy should be 
given in three to eight weeks following the radium 
therapy in exactly the same methods as previously 
described. This brings the total amount of x-ray 
therapy up to three thousand r. The paper is 
summed up by results quoted from various inves- 
tigators using radiation therapy in malignancies of 
the bladder. The author then quotes his own re- 
sults which compare very favorably. 
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A Neglected Factor in the Etiology of Gout. Joseph 
Krafta, Jr. Bone and Joint. Surg., Vol. XVII, No. 
4, October, 1935. 


The author directs attention to this ancient and 
honorable ailment “that has killed more rich men 
than poor, and more wise men than fools” and 
cites that medical interest in the etiology of the 
disease bids fair to outlive the disease itself. He 
states that gout shows three characteristics: it is 
afebrile with temperatures rarely exceeding one 
hundred degrees; it is spontaneous; and it in- 
volves the metabolism of the uric acid. He states 
that one reason that a rational explanation has 
not been forthcoming is due to the fact that there 
has been an oversight in the recognition of the 
source of endogenous uric acid. 

In 1929 the author presented experimental evi- 
dence that the endogenus uric acid arose from the 
destruction of the extruded nuclei of the normo- 
blasts in the maturation of the red blood cells. 
The origin of uric acid from nuclear material had 
long been accepted, but sources sufficient to ac- 
count for daily eliminations when the subjects were 
on purine-free diets, had not been previously in- 
dicated. 

From a base level of 154 milligrams, a Dalmatian 
coach-dog eliminated an average of 302 milligrams 
of uric acid after severe hemorrhage, as the red- 
blood count rose from 3,300,000 to 6,360,000. In a 
later test, after hemolysis with phenylhydrazine 
hydrochloride, the base level rose from 265 milli- 
grams to 481 milligrams. At the same time, the 
reticulocytes (young red blood cells) increased 


from 0.4 per cent to 3.6 per cent. Further tests 
show a complete correlation between output of 
uric acid and marrow behavior. 

On theoreticai grounds, there has been indicated 
a quantitative relationship between the normal 
daily activity of the hemolytic-hematopoietic sys- 
tem and the normal daily excretion of uric acid. 

Uric acid is definitely associated with the mar- 
row system, and the relationship of gout to the 
epiphyseal cartilages and ends of the long bones 
is of more than passing interest. Any condition 
which tends to stimulate the erythropoietic system 
becomes an important factor in the overproduction 
of uric acid and, thus, a potential etiological agent 
in gout. With this in mind, a review of two re- 
cently reported cases will be of interest. 

Another phenomenon which has hitherto been 
obscure is the association of the “gouty diathesis” 
with polycythaemia. The obscure relationship be- 
tween gout and lead poisoning lacks much of its 
mystery when it is remembered that lead is a very 
active hemolytic agent, and that every low blood 
count is compensated for by an increased marrow 
activity. The spontaneity, afebrile character, and 
the tendency to become polyarticular all fit in 
with the author’s hypothesis. He says we are not 
in a position to say why gout does not occur in all 
cases of increased uric acid production, but we may 
explain the disappearance of the old-fashioned 
gout of a hundred years ago on the basis of the 
discontinuance of the medical practice of “bleed- 
ing,” since even small hemorrhages are marked 
hematopoietic stimuli. 

By directing attention to the principal source of 
the offending agent, uric acid, a more satisfactory 
treatment of gout is possible. All hemolytic and 
hematopoietic agents should be used with discre- 
tion. In determining whether or not such agents 
are indicated, the normal reticulocyte count of 0.5 
per cent should be the guiding factor. 

In closing this paper, the author would empha- 
size the fact that gout is not a dead disease. Of 
the one hundred sixteen patients presenting them- 
selves for treatment at the Cook County Hospital 
over a period of six years, Williamson? sates that 
only twenty-nine had becn previously diagnosed 
as having gout. Thus the “foot-ail” or podagra, 
from which Harvey, Sydenham, Hunter, Washing- 
ton, Hancock, Pitt, Fox, and other notables suf- 
fered, now goes about disguised under other names. 

Reference: 2. Williamson, C. S.: Gout: A Clinical Study 
of One Hundred Sixteen Cases. J. Am. Med. Assn., LXXIV, 
1625, 1920. 


Sam Browne Plaster-of-Paris Belt for Immobili- 
zation of the Chest. Richey L. Waugh. Jr. Bone 
& Joint Surg. Vol. XVII, No. 4, October, 1935. 


The author gives an illustration in which he 
places plaster bandages around the lower chest 
wall without padding, a width of about four to 
six inches, then runs a plaster bandage up over 
one shoulder, about the same width, making the 
form of a Sam Browne belt. This appears to be 
a useful procedure, especially in cases when ad- 
hesive cannot be used well. 


Fusion of a Knee Joint in Charcot’s Disease. Math- 
er Cleveland. Jr. Bone & Joint Surg. Vol. XVII, 
No. 4, October, 1935. 


The author reports the case of a colored woman, 
forty-six years of age, in which there was an in- 
jury to the right knee that later proved to be a 
Charcot joint. There was a marked range of mo- 
tion in all directions and on weight bearing the 
knee went into hyperextension. The joint was open- 
ed and after removal of the debris, the articular 
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surfaces were denuded, and the patella was used as 
a peg to fit into a prepared mortise im the femur 
and tibia. Tissue removed showed chronic synovi- 
tis with obliterating arteritis.. 

Ten months after operation there was no evi- 
dence of fusion and the patient left the hospital 
against advice. About one year later the patient 
was re-admitted with the history she could barely 
get around on crutches, due to the marked insta- 
bility of the knee joint. The right leg was a little 
more than an inch short, with considerable atro- 
phy. The knee joint was markedly unstable, with- 
out pain or tenderness. 

X-ray showed a marked cupping of the upper 
end of the tibia and a rounding of the femur. The 
patella had completely disappeared, but no pro- 
gressive destruction of the joint was noted. 

A second operation was performed to repair the 
pseudarthrosis. A definite false joint was found 
with the articulating surfaces covered with fibrous 
tissue. The bone ends were excised well back to 
raw, apparently healthy bone, and sliding grafts 
were applied across the joint space from the femur 
to the tibia. A plaster-of-Paris spica dressing was 
worn for three or four months, followed by the ap- 
plication of a plaster-of-Paris dressing to the leg 
only. This dressing was not removed until seven- 
teen months after operation. The patient bore 
weight during the last seven or eight months of 
this period. 

Upon removal of the plaster the knee joint was 
found solidly fused. The author presents illustra- 
tions showing this fusion to be firm. 
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Physiology of Parathyroid 





Adolph M. Hanson, Faribault, Minn., (Journal 
A. M. A., July 13, 1935), states that the parathy- 
roids are concerned with calcium-phosphorus 
metabolism. Experimental work with animals in- 
dicates that calcium-phosphorus metabolism is of 
great importance in the body because it is neces- 
sary to the calcification of bone and teeth. The 
ionic calcium of the blood serum serves to control 
the varying normal degrees of irritability of nerve 
and of voluntary, as well as of involuntary, muscle. 
Because of this effect on the nerve endings and the 
involuntary muscle, it also increases vascular tone. 
It plays an important part in the clotting of 
blood and milk. That portion of the nonionized 
calcium which is diffusible may play its part 
with the ionized form in lessening the irritability 
of nerve endings and muscle. Little is known con- 
cerning these glands so essential to life. The para- 
thyroid contains two types of cells: the principal 
cell and the oxyphil cell. This would indicate that 
the parathyroid has at least two functions: con- 
trol of calcium-phosphorus metabolism and an- 
other as yet unknown. Which cell is extracted by 
boiling in hydrochloric acid and the active ele- 
ment of which is now known as one of the para- 
thyroid hormones is not yet known. Calcium-phos- 
phorus metabolism is not only concerned with the 
increase of ionic and dialyzable calcium in the 
blood serum and its normal retention and appli- 
cation to the needs of the entire body, but in 
maintaining the normal calcium-phosphorus bal- 
ance in the amounts of each within the normal 
varying degrees of their interrelationships. The 
parathyroids subserve this function. The fetus is a 
calcium-phosphorus robber during gestration and 
lactation, and nature may have provided these 
accessory parathyroids for the purpose of meeting 
this as well as accidental demands. The normal 


amount of calcium in the blood serum in man is 
generally accepted at from nine to eleven mg. per 
hundred cubic centimeters; that of inorganic phos- 


phorus, as an average upper limit of normal, at 
about six mg. per hundred cubic centimeters. In 
parathyroid dysfunction due to a deficiency of cal- 
cium in the blood serum, varying degrees of hy- 
perexcitability of nervous tissue and muscle may 
occur. Hyperparathyroidism increases the viscosity 
of the blood and depletes the calcium of the osse- 
ous system. It may rightly be said that the nor- 
mal function of the parathyroid is to preserve a 
normal nervous system and normal muscle con- 
tractility, including that of the heart, and to bring 
about and maintain the normal calcification of 
pathologic areas in healing processes. In para- 
thyroid dysfunction methylguanidine may occur in 
sufficient concentration to be toxic. Experimental 
work and certain clinical observations suggest a 
detoxifying effect following the injection of active 
parathyroid extracts. The role that the parathy- 
roids may play in maintaining natural immunity 
and normal healing power awaits scientific proofs 
to explain certain clinical observations. 
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Aids to Good Eyesight 








“It may be put down as a general and obvious 
truth that a healthy eye can exist only in a 
healthy body,” says Dr. Hyman Cohen in “Hygiene 
of the Eye,” the concluding chapter of “The Eye 
Book,” in the September Hygeia. 

Progressive shortsightedness with its inherent 
tendency to grow worse during the growth and 
school period requires special hygienic care. The 
eyes should be re-examined frequently. Glasses 
should be worn constantly. School tasks should 
be shortened as to time and amount and no extra 
tasks, such as music, sewing and special studies 
should be imposed on nearsighted children. Good 
print in the books that are read, proper light and 
proper postures are important. 

Seats and desks in school rooms should be ad- 
justed to the height of the children so that the 
erect sitting posture may be maintained and the 
habit of tilting the head to one side may be 
avoided. 

Light is the medium in which the eyes work, as 
air is the medium in which we breathe. Light 
should be sufficient in quantity, free from glare, 
evenly diffused and properly directed. 
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NEW BOOKS 


New and Nonofficial Remedies, 1935. Containing 
Descriptions of the Articles Which Stand Ac- 
cepted by the Council on Pharmacy and Chem- 
istry of the American Medical Association on 
January 1, 1935. Cloth. Price, $1.50. Pp. 510. 
Chicago: American Medical Association, 1935. 


In this book the Council on Pharmacy and Chem- 
istry lists and describes the medicinal preparations 
that it has found acceptable for general use by the 
medical profession. A glance at the list of the 
Council members and the long list of consultants 
appearing in the first part of the book gives ample 
warrant for the authority of the Council’s selec- 
tions. 

Not only does the Council “accept” new prepara- 
tions but from time to time it omits those which 
have been accepted but which have not with the 
lapse of time upheld their original promise of 
therapeutic merit. The list of omissions for 1934 
shows that the Council has been mainly concerned 
in this respect with B. acidophilus preparations 
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and with antiseptics. Several preparations of each 
class have been omitted. The list of admissions 
does not reveal the presence of any preparation 
that promises to be epoch making in the sense 
that insulin was, for instance. However, the fol- 
lowing newly accepted preparations are note- 
worthy: Carbarsone, an arsenical used chiefly in 
the treatment of amebiasis (the Council published 
a special report on this drug, supplementing the 
preliminary report of 1932); Hippuran and Dio- 
drast, two different types of urographic contrast 
mediums; Carotene, the precursor of vitamin A; 
Dilaudid, a substitute for morphine; Neo-Syne- 
phrin Hydrochloride, which has a number of ad- 
vantages as a vasoconstrictor over synephrin tar- 
trate; and Diothane, which represents a type of 
local anesthetic entirely different chemically from 
any heretofore accepted for N. N. R. 


The description of products containing vitamins 
A and/or D have been revised to give the potencies 
in terms of the recently adopted pharmacopoeial 
units, thus bringing some measure of uniformity 
into this heretofore chaotic field. No doubt the 
book will be revised next year to conform with the 
new Pharmacopoeia in its entirety. 


A valuable feature of the book is the grouping 
of preparations in classes. Each of these is intro- 
duced by a general discussion of the group. Thus 
the silver preparations, the iodine preparations, 
the arsenic preparations, the animal organ prepa- 
rations and the biologic products are each preceded 
by a general discussion of the particular group. 
These general articles compare the value of the 
products included in the group with similar phar- 
macopoeial and other established drugs which it 
is proposed that these proprietary preparations 
shall supplement or supplant. 


Physicians who wish to know why a given pro- 
prietary is not described in New and Nonofficial 
Remedies will find the “Bibliographical Index to 
Proprietary and Unofficial Articles not Included in 
N. R. R.” of much value. In this section (in the 
back of the book) are given references to pub- 
lished articles dealing with preparations that have 
not been accepted. These include references to the 
Reports of the Council, to Reports of the A. M. A. 
Chemical Laboratory and to articles that have ap- 
peared in The Journal. 


Annual Reprints of the Reports of the Council on 
Pharmacy and Chemistry of the American Medi- 
cal Association for 1934, with the Comments 
That Have Appeared in The Journal. Cloth. Price, 
$1.00. Pp. 135. Chicago: American Medical Asso- 
ciation, 1934. 


Each succeeding volume of reports of the Coun- 
cil reveals more of the long and successful fight 
in the interest of rational therapeutics. The Coun- 
cil is no longer chiefly concerned with noisome 
proprietaries and yet this latest volume contains 
reports on such articles as “Vita-Cell,” a secret 
preparation marketed with exaggerated claims, and 
“Raylos,” a shotgun preparation marketed in a 
way to promote its ill-advised use by the public. 
Most of the “unacceptable” reports in this volume 
are concerned with products that may have some 
merit but are not offered to the public in a way 
which experience has taught the Council is neces- 
sary before a therapeutic agent is acceptable. Such 
products are Iodine Dusting Powder (Sulzberger), 
rejected for lack of clinical evidence of its advan- 
tage over one of its constituents; Pernoston, re- 
jected because of lack of clinical evidence to justi- 
fy routine intravenous injection of barbital com- 
pounds; Di-Hydranol, a claimed bactericidal agent 


proposed for use as an “intestinal antiseptic,” a 
claim not supported by sufficient clinical evidence; 
and Squibb Adex Tablets, a product containing a 
concentrate of vitamins A and D, for which the 
firm could not agree to adopt a more informative 
name. 

To those who have followed the Council's inves- 
tigation of B. acidophilus therapy, the report 
“Acidophilus Bacillus Liquid-Mulford and Mul- 
ford Acidophilus Bacillus Block Omitted from N. 
N. R.” will be of interest. The Council has appar- 
ently not yet reached an ultimate conclusion con- 
cerning acidophilus therapy, but it has for years 
held that no product could be expected to be of 
value unless it could show at least one hundred 
million viable B. acidophilus organisms at the 
“date of expiration.” Competent bacteriologic ex- 
amination showed that the two preparations here 
reported were inferior to this standard. Further 
grounds for omission were the failure of the man- 
ufacturer to comply with certain stipulations in 
regard to labels and advertising. Another note- 
worthy omission is that of Alpha-Naphco and its 
dosage forms, omitted because the Council on re- 
consideration found that it is a weak antiseptic. 

The Council also issues preliminary reports, 
which define the status of new preparations for 
which the evidence is not yet sufficient to justify 
their presentation to the medical profession gen- 
erally. Preliminary reports do not imply rejection 
but rather postponement of consideration until 
more evidence is reported by competent investiga- 
tors. These reports are the outposts of therapeutic 
progress and as such are valuable sources of in- 
formation to physicians. In this volume there are 
preliminary reports on Adrenal Cortex Extract, 
concerned mostly with scientific terminology, 
Cysteine Hydrochloride, Dihydroxy-Anthranol 
(Anthralin), Gastric Mucin, Hemoprotein (Brooks), 
Phenylmercuric Nitrate and Phenylmercuric 
Chloride. 

Tilustrative of the Council's efforts to keep those 
concerned informed of the basis for its actions are 
the “Recent Revisions or Elaborations of the Coun- 
cil’s Rules of Interest to Manufacturers and the 
Medical Profession,” which have appeared in the 
last two volumes. These inform the profession of 
the various problems which arise and the care 
given to their consideration. To be commended also 
is the “Report on Sterility of Ampule Prepara- 
tions.” 


Diseases of the Nose and Throat, for Practitioners 
and Students, by Charles J. Imperatori, M.D., 
F.A.CS., Professor of Clinical Otolaryngology, 
New York Post-Graduate Medical School, Colum- 
bia University, New York, and Herman J. Bur- 
man, M.D., Instructor of Clinical Otolaryngology, 
New York Post-Graduate Medical School, Colum- 
bia University, New York. 480 Illustrations. Price 
$7.00. J. B. Lippincott Company, Philadelphia. 


Brief review of this new book brings not only 
to the eye, ear, nose and throat specialist, but to 
the general practitioner a very valuable work. It 
is the first book of this kind that has ever been 
brought to our attention that deals with subjects 
from the standpoint of the general practitioner 
and gives some insight into the diagnosis and fun- 
damentals of the treatment of these conditions. 
It will also appeal to the specialist as it goes into 
details of the latest procedure carried out in this 
special line of work. 


4>. 
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Do not make your Secretary do all the work— 
See him. All memberships expire December 3ist. 
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SPECIAL COMMITTEES, 1935-1936 


Annual Meeting: Dr. Louis H. Ritzhaupt, Guthrie; Dr. 
George R. Osborn, Tulsa; Dr. L. S. Willour, McAlester. 


Conservation of Hearing: Dr. John R. Walker, Chairman, 
—y | Dr. Arthur E. Hale, Alva; Dr. T. G. Wails, Oklaho- 
ma ty. 


Conservation of Vision: Dr. J. B. Hollis, Chairman, Man- 
= Dr. Chas. H. Haralson, Tulsa; Dr. L. C. Kuyrkendall, 
cAlester. 


Crippled Children: Dr. Ian MacKenzie, Chairman, Tulsa; 
Dr. A. J. Weedn, Duncan; Dr. W. K. West, Oklahoma City. 


Industrial Practice and Traumatic Surgery: Dr. E. A. 
Canada, Chairman, Ada; Dr. C. W. Tedrowe, Woodward; 
Dr. J. F. Park, McAlester. 


Necrology: Dr. J. M. Alford, Chairman, Oklahoma City; 
a George W. Baker, Walters; Dr. Roscoe Walker, Pawhus- 


Study and Control of Cancer: Dr. Wendel] Long, Chair- 
man, Oklahoma City; D. A. H. Bungardt, Cordell; Dr. 
Everett S. Lain, Oklahoma City. 


Study and Control of Venereal Disease: Dr. S. D. Neely, 
Chairman, Muskogee; Dr. W. W. Stark, Okmulgee; Dr. C. 
K. Logan, Hominy. 

Study and Control of Eugenics: Dr. Ned R. Smith, Chair- 
-—-. Tulsa; Dr. C. B. Hill, Guthrie; Dr. D. W. Griffin, 

orman. 


Study and Control of Tuberculosis: Dr. L. J. Moorman, 
Chairman, Oklahoma City; Dr. R. M. Shepard, Tulsa: Dr. 
D. W. Gillick, Shawnee. 


Maternity and Infancy: Dr. Eva Wells, Chairman, Okla- 
Some Coy: Dr. Lavern Hays, Tulsa; Dr. A. M. Butts, Hol- 
mville. 


Federal Emergency Relief Medical Service: Dr. R. M. 
Shepard, Chairman, Tulsa; Dr. Rex Bolend, Oklahoma City; 
Dr. B. Frank Collins, Claremore; Dr. Ellis Lamb, Clinton; 
Dr. Chas. M. Pearce, Oklahoma City. 


Stady and Encouragement of Rural Practice: Dr. J. L. 
Patterson, Chairman, Duncan; Dr. H. B. Fuston, Bokchito; 
Dr. G. L. Johnson, Pauls Valley. 

Fellowship Committee: Dr. R. E. Waggoner, Chairman, 
Stillwater; Dr. J. C. Hawkins, Blackwell; Dr. H. C. Mann- 
ing, Cushing. 

Post Graduate Medical Teaching: Dr. Henry H. Turner, 
Chairman, Oklahoma City; Dr. Walter Hardy, Ardmore; Dr. 
H. C. Weber, Bartlesville. 








vv 


STANDING COMMITTEES, 1935-1936 


Medical Defense: Dr. F. M. Adams, Chairman, Vinita; 
Dr. S. A. McKeel, Ada; Dr. O. E. Templin, Alva. 


Medical Economics: Dr. E. P. Davis, Chairman, Oklaho- 
= < ny Dr. Ben H. Cooley, Norman; Dr. C., M. Maupin, 
auri 


orn Education and Hospitals: Dr. Robt. M. ge 
Chairman, Shawnee; Dr. G. S. Barger, Purcell; Dr. J. T. 
Colwick, Durant. 


Public Policy and Legislation: Dr. C. B. Barker, Chair- 
-_. Guthrie; Dr. J. S. Fulton, Atoka; Dr. McLain Rogers, 
inton. 


Scientific Exhibits: Dr. Morris B. Lhevine, Chairman, 
Tulsa; Dr. P. H. Anderson, Anadarko; Dr. Ray M. Balyeat, 
Oklahoma City. 

Work: Dr. J. M. ~~ Chairman, Enid; Dr. 


Scientific 
L. S. Willour, McAlester; Dr. A. W. Pigford, Tulsa ; Dr. W. 
P. Fite, Muskogee 


SCIENTIFIC SECTIONS 


General Surgery: Dr. A. S. Risser, Chairman, Blackwell; 
Dr. G. E. Stanbro, Vice-Chairman, 300 West 12th, Okla- 
homa City; Dr. S. E. Kernodle, Secretary, First National 
Building, Oklahoma City. 


General Medicine: Dr. Bert F. Keltz, Medical Arts Build- 
ing, Oklahoma City; Dr. W. G. Kibler, Vice-Chairman, 
Enid; Dr. E. H. Shuller, Secretary, McAlester. 


Eye, Ear, Nose and Throat: 


Obstetrics and Pediatrics: Dr. Hugh Evans, Chairman, 
Tulsa; Dr. George H. Garrison, Vice-Chairman, Oklahoma 
City; Dr. M. B. Glismann, Secretary, Okmulgee. 


Urology, Syphilology and Dermatology: 
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Dr. Thos. McElroy, Ponea City, President; Dr. C. E. 
Bradley, Tulsa, Vice-President; Dr. J. D. Osborn, Jr., Fred- 
erick, Secretary; Dr. L. E. Emanuel, Chickasha; Dr. W. T. 
Ray, Gould; Dr. G. L. Johnson, Pauls Valley; Dr. W. W. 
Osgood, Muskogee. 


STATE COMMISSIONER OF HEALTH 
Dr. Chas. M. Pearce, Oklahoma City. 





COUNCILORS AND THEIR COUNTIES 


District No. 1: Texas, Beaver, Cimarron, Harper, Ellis, 
Woods, Woodward, Alfalfa, Major, Dewey—Dr. O. E. Temp- 
lin, Alva. (Term expires 1937.) 

District No. 2: Roger Mills, Beckham, Greer, Harmon, 
Washita, Kiowa, Custer, Jackson, Tillman—Dr. H. K. Speed, 
Sayre. (Term Expires 1939.) 

District No. 3: Grant, Kay, Garfield, Noble, Payne, Paw- 
nee—Dr. A. S. Risser, Blackwell. (Term expires 1939.) 


District No. 4: Blaine, Kingfisher, Canadian, Logan, 
Oklahoma, Cleveland—Dr. A. B. Chase, Oklahoma City. 
‘Term expires 1939.) 

District No. 5: Caddo, Comanche, Cotton, Grady, Leve, 
Stephens, Jefferson, Carter, Murray—Dr. W. H. Livermore, 
Chickasha. (Term expires 1939.) 

District No. 6: Osage, Creek, Washington, Nowata, 
Rogers, Tulsa—Dr. W. A. Howard, Chelsea. (Term expires 

) 


District No. 7: Lincoln, Pontotoc, Pottawatomie, Ok- 
fuskee, Seminole, McClain, Garvin, Hughes—Dr. Sam A. 
McKeel, Ada. (Term expires 1936.) 

District No. 8: Craig, Ottawa, Mayes, you Wag- 
oner, Adair, Cherokee, S ah, Ok M Dr. 
F. M. Adams, Vinita. (Term expires 1936.) 

District No. 9: Pittsburg, Haskell, Latimer, LeFlore, Mc- 
Intosh—Dr. W. A. Tolleson, Eufaula. (Term Expires 1936.) 

District No. 10: _ Johnson, Marshall, Coal, Atoka, Bryan, 
Choctaw, P McCurtain—Dr. J. S. Fulton, Atoka. 
Term expires 1936.) 











CLASSIFIED ADVERTISEMENTS 





FOR SALE AT A BARGAIN 

Brand New Wappler Model F. Endotherm Equip- 
ment on Mobile Table; consists of Endotherm Unit, 
Mobile Table, and all accessories, including two 
Light High Frequency Cords, one Simplex Foot- 
switch with cable, one Ward Acusector Handle, 15 
Acusectors and one Single Pole Theraclamip. This 
apparatus is arranged for operation on 110 volts, 60 
cycles, alternating current. List $432.00. .Close-out 
price $325.00. Write Riggs Optical Company, Mer- 
chandise Mart, Chicago, Illinois. 


SPECIALTY SALESMEN—We are looking for the 
highest type of specialty salesmen to introduce the 
UTERECTORS to physicians all over the country. 
If you are interested in adding to your income by 
handling this favorably received appliance, please 
communicate with us for further details. The Bley 
Corp., 715 Lake St., Chicago. 


See your Secretary—pay your dues. 
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